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CHAPTER 1
I NTRCDUCT! ON

Pur pose

The purpose of this manual is to provide guidance and direction for
conducti ng Navy Cccupational Medicine Prograns in a single source docunent.

Applicability

This manual is for wuse by all Navy nmedical personnel who provide
occupational nedicine services. It applies to all Navy military and civilian
per sonnel . However, the limtations inherent to uniquely mlitary operations
will require flexibility in inplenentation of medical surveillance requirenents

for forces afl oat.

Scope

This manual provides guidelines for standardizing Navy occupational
nmedi ci ne. It is intended to assist nedical personnel in the devel opnent and
day-to-day operation of |ocal occupational nedicine prograns. It is also intended
to assist type commands in the nonitoring of occupational medicine prograns under
t heir cogni zance. This manual is intended to conplenment and clarify, but not

replace, applicable Navy instructions and well-established occupational health
prograns, such as radiation health and industrial hygiene, which are referenced
in the appropriate sections.

Backgr ound

Section 19(a) of the Cccupational Safety and Health Act of 1970 (COSHAct)
requi res heads of federal agencies to establish and maintain an occupational
safety and heal th program which provides its enpl oyees the occupational safety and
heal th standards and protection that the OSHAct affords civilian enployees in the
private sector. The Navy Cccupational Safety and Health (NAVOSH) Program has
adopted standards equal to, or nobre stringent than those pronulgated by the
Depart nment of Labor, Occupational Safety and Health Admi nistration (OSHA) for the
private sector, with exceptions for (a) mlitary unique equipnment, systens and
oper ations; (b) conditions governed by other statutory authorities; and (c)
overseas, for conditions governed by international agreenent.

Bureau of Medicine and Surgery policy is that all nedical activity comrands

shall provide required occupational health services to supported activities,
afl oat and ashore, to ensure a safe and healthful work environnent for al
personnel. The goal of the occupational health programis to provide enpl oyees

protection in the workpl ace. The nmain sources of the NAVOSH standards used in
occupational health prograns are the follow ng:

1. OSHA standards. These are published in the Code of Federal Regul ations and
the Federal Register.

2. Departnent of Defense and Departnent of the Navy instructions. Where OSHA
standards exist, NAVOSH standards are consistent with, or exceed OSHA st andards.
In cases where NAVOSH standards are not in conformance with the nost recent OSHA
standards, the latter are used as interi mNAVOSH st andards.

3. Alternate Department of Defense standards approved under Executive O der
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12196.

4. Nationally recogni zed sources of occupational safety and health gui dance,
such as the American Conference of Governmental Industrial Hygienists (ACAH and
the American National Standards Institute (ANSI).

5. Ofice of Personnel Managenment (OPM which sets nedical qualification
requi renents for federal civilian enployees in certain positions.

6. O her federal agencies, such as the Department of Transportation, which nay
requi re physical exam nations for personnel perform ng specific duties.

Not e: The references cited in this manual were current at the tinme of

publication. Appropriate changes in procedures nmust be made when those references
are updated

hj ectives
Thi s manual addresses the follow ng objectives:

1. Provi de gui dance for personnel on their responsibilities as providers of
occupational health care

2. St andar di ze procedures for nedical surveillance and job certification of
enpl oyees.

3. Provi de guidance for occupational health providers on the managenent of
occupational injuries and ill nesses.

4., Cdarify occupational nedicine reporting and recordkeepi ng requirenents.

5. Provide guidance on training and certification requirements for providers of
Navy occupational nedicine services.

6. Provi de a conci se bibliography of occupational health resources, references
and directives.
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CHAPTER 2
OCCUPATI ONAL HEALTH PRACTI CE
Ref er ences

NAVVEDCOM NST 1300.1 C. Suitability Processing for Overseas Assignnment of Navy
and Marine Corps Menbers and Their Acconpanyi ng Dependents. 23 March 89

OCPM NST 12792.4. Enpl oyee Health Pronotion and Wellness Program 14 Feb 92.
OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual
OPNAVI NST 6100. 2. Health Pronotion Program 25 Feb 92.

SECNAVI NST 6420.1 D. Physical Requirenments for Non-submarine Personnel Enbarked
in Submarines. 7 April 86.

Naval Avi ation Engi neering Support Unit Instruction 12339.1. Navy Civilian
Techni cal Specialist (NCTS) Physical Exam nation Requirements. 13 Cct 94.

| nt roduction

The occupational health (OH) professional plays a critical role in the

prevention of work-related injuries and illnesses, and in the pronotion of healthy
work practices and lifestyles in workers. The practice of occupational health
involves a diverse mnmixture of «clinical, epidemologic, adnmnistrative and

communi cative skills. Medical personnel work closely with industrial hygienists,
safety professionals, workers and nmanagenment in workplace health and safety
prograns. The scope of practice is broad. An overview of OH practice elenments
is provided bel ow. Many of these have been expanded into separate chapters or
appendi ces in this manual

ELEMENTS SEE ALSO
Wor ksite eval uati on Chapter 3
Treatment of work-related injuries Chapter 6
and ill nesses
Treat ment of nonoccupational injuries Chapter 6
and ill nesses
Prepl acenent exam nati ons Chapter 5
Medi cal surveill ance Chapter 5
Job certification exam nations Chapter 5
Fitness for duty exam nations Chapter 5
Epi dem ol ogy Chapter 4
Education and training related to OH Appendi x C
Travel nmedicine Appendi x E

Heal th pronotion

Consul ting to nanagenent

Ri sk communi cati on

Enmpl oyee counseling/referral to enpl oyee
assi st ance progranms (EAP)

Trend Anal ysi s/ Epi dem ol ogy

The primary goal of OH is the prevention of work-related injuries and
illnesses. OH professionals use epideniological tools to identify trends in the

2-V



occurrence of injuries and illnesses in their worker population, and then
communi cate the results of trend analysis to safety, managenent, industrial
hygi ene and workers so that preventive efforts may be inplenented. This is
di scussed further in Chapter 4.

Wrksite Eval uations

OH professionals should becone fanmliar with the worksites in their areas.
Visits to the worksite are often inval uable when maki ng recommendati ons regarding
restricted duty or during a fitness for duty evaluation. Wrksite evaluations are
often necessary for the review of potential exposure rel ated hazards. Team
eval uations performed in concert with IH or safety professionals are strongly
encouraged. See chapter 3 for details.

Pr epl acenent exam nati ons

CH clinics will be asked to exam ne applicants for certain positions. The
use of preplacenent exam nations for certification prograns and nedical surveil -
| ance will be described in nore detail in Chapter 5

The Rehabilitation Act of 1973, as anended, includes sections that inpact
on preplacenment exaninations. El ements of this law are very simlar to the
Americans with Disabilities Act, which does not cover federal worksites. Thi s
wi Il be discussed further in Chapter 5.

Medi cal Surveill ance

Medi cal surveillance refers to the application of medical screening tests
to individuals and groups of workers with chem cal or physical exposures, for the
purpose of identifying trends in the occurrence of occupational illnesses and
injuries. To be effective, surveillance nust be directly linked to preventive
action. This requires the use of trend anal ysis and ot her epideni ol ogi cal tools,
which are described further in Chapter 4. Details on nedical surveillance
progranms are included in Chapter 5.

Shore based OH clinics must provide nedical surveillance services for
operational forces including ships and fleet nmarine force (FMF) since operationa
forces frequently do not have the equi pnent and expertise to conplete all nedical
surveillance eval uations. Exanpl es of services includes spirometry, x-ray,
| aboratory tests, audiol ogy, and OH consul tati on.

Job Certification

Job certification exam nations are medical evaluations required by |aw or
instruction for certain occupations or for individuals perform ng specific work
tasks. The examinations are directed at identifying underlying health conditions

or limtations that may result in a nedical or safety risk to the enployee, co-
wor kers or the public. Exanples include exaninations for respirator wearers and
expl osi ve handl ers. Details of job certification prograns are contained in
chapter 5.

Fitness for Duty Exami nations

The term "fitness for duty" was fornmerly used to describe nedical
exam nations required or offered by managenent as described in 5 CFR 339.302. 1In
the broad sense they include all the exami nations perforned by the OH clinic. A
"fitness for duty" exam nation is probably nost famliar to OH professionals in
the setting where an enployee was required to submt to a nmedical exam nation
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because there was a question about the enployee's continued capacity to neet the
physi cal or nedical requirenments of a position.
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Worker fitness and risk evaluations are integral to all OH nedica
exam nations perforned. These include evaluations of a worker's ability to
perform specific job tasks as well as risk to the worker from physical and
chemical hazards. There are many issues involved with these determn nations which
are discussed further in Chapter 5.

Treatnent of work-related injuries and ill nesses

H clinics have varying capacities to provide care for job related injuries
and ill nesses. Civilian enployees are entitled to choose their provider, and
al t hough they may choose a private physician, the option to choose the OH clinic
shoul d al ways be available. OHclinics are ideal for care and treatnent of work-
related injuries and ill nesses. Additionally, the OH clinic has the responsi-
bility to oversee the workers' ability to return safely to work, regardl ess of
whet her the worker chooses a private physician or accepts the care of the OH
clinic. There are many advantages to providing "in-house" injury care, including
better trend analysis of workplace injuries as part of a prevention program
general ly greater convenience for the enployee, and reduced costs to the comrand
and the governnment. \Were available, "in-house" care may extend to treatnent by
Navy specialists such as orthopedic surgeons and ophthal nol ogi sts, or services
such as physical therapy.

Active duty sick call and acute care departnments, including shipboard
nmedi cal departnents and battalion aid stations are generally the sources of care
for treatment of work-related injuries in active duty personnel. OH professionals
are a val uabl e source of consultation for trend analysis of work related injuries
and illnesses, as well as evaluation and managenent of exposure related events.
CH professionals need to maintain a close working relationship with other nedical
providers and provide training in the recognition of work-related conditions, and
the followup of potential workplace hazards which may place other enployees at
risk. This includes obtaining assistance from industrial hygienists and safety
of ficers

Treatnent of Nonoccupational Illnesses and Injuries

CH clinics should offer nedical services to enployees that reduce the tinme
they need to spend away from work for nonoccupational illnesses/injuries and
si npl e nedi cal screening. In addition to reducing tinme off the job, these
services are often nore convenient for enployees, and provide OH professionals
wi th additional opportunities for health pronotion initiatives. Exanples of such
services include dressing changes or suture renoval after a nonoccupational
injury, or blood pressure checks for individuals wth hypertension. These
services can often be coordinated with the enployee's prinary care provider.

Health Pronotion

CH professional s have many opportunities to integrate health pronotion into
clinic practice. Al contact with patients for injury care or nedical screening
are opportunities to review such areas as snoking cessation, weight reduction,
hypertension control, nutrition and exercise. Abnormal results of spironetry
performed as part of an OH examnation often provide added support for
recomrendations to quit snoking. Laboratory tests may denonstrate abnormalities
related to al cohol abuse, which should | ead to counseling and referral

The scope of health pronotion initiatives sponsored/ supported by a
particular OH clinic will vary based on the size of the supported activity, the
supported conmand' s intrinsic health pronotion assets, and the contribution of an
MIF health pronotion office, if avail able. However, per OPNAVINST 6100.2, al
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Naval activities shall establish a health pronotion programincorporating at |east
the followi ng seven el enents: al cohol and drug abuse prevention; physical fitness
and sports; tobacco use prevention and cessation; nutrition education and wei ght
control; stress managenment and suicide prevention; hypertension screening,
education and control; and back injury prevention.

Per OCPM NST 12792.4, civil service enployees of Naval activities are
authorized to participate in command health pronotion initiatives, within the
limtations outlined in OPNAVINST 6100.2 and other applicable directives.
Accordingly, all OH clinics should support command health pronotion initiatives

to the greatest extent possible. CH personnel should work closely with their
command health pronotion officer in the delivery of these and other services.
Potential exanples of OH support include: offering blood pressure screening,

providing lectures on health-related topics, offering/assisting in chol esterol
screeni ng, and coordi nati ng/offering snoki ng cessation cl asses.

Travel ©Medicine

In many cases, the CH clinic (particularly overseas) has the opportunity and
resources to be best qualified to provide travel nedicine consultations. These
may include consultation concerning mlitary or civilian personnel traveling on
extended unit deploynents, individual mlitary or civilian personnel traveling by
thenselves or in small groups for assist visits, and personnel and their famlies
on recreational travel to third world locations. Feedback fromtravelers in the
above categories can be an excellent resource for future travelers and for
providing information for Navy Environnental and Preventive Medicine Units to
revi ew.

Overseas medi cal screenings are described in NAVMEDCOM NST 1300.1 C In
addi tion, SECNAVI NST 6420.10 requires workers who deploy aboard submarines to
undergo periodic certification exam nations. Naval Aviation Engi neering Support
Unit Instruction 12339.1 requires their technical specialists to undergo a simlar
certification process due to the likelihood of deploynent aboard ships or to
renote overseas locations. Travel nedicine is discussed in detail in Appendix E

Consultation to Managenent and Enpl oyees

CH professionals are the nmjor source of assistance and information to
commandi ng officers, supervisors, managers, safety professionals, human resource
of ficers, unions and enployees on health-related issues in the workplace. One
maj or area of consultation is workers' conpensation cost containnent and injury
prevention programs, which is described in detail in Chapter 6. OPNAVI NST
5100. 23D requires COH prograns to provide nedical review and managenent of workers
conpensation cases. O her exanmples include placement of enployees wth
limtations, interpretation of medical information from private physicians,
ergonom cs, risk comrunication to enpl oyees, evaluation of health hazards in the
wor kpl ace, health pronotion, environmental issues, disaster planning, and
ener gency response pl anni ng.

In order to provide the nost valuable consultation, COH professionals nust
be famliar with the work tasks that enployees perform Frequent and routine
visits to the worksite and neetings with managers and supervisors should be
arranged. Safety nmanagers will often assist in naking these arrangenents.

OH staff should participate in the quarterly occupational safety and health
(GSH) policy council neetings and lost-time injury roundtables at supported
commands. Many commands have qual ity managenent boards (QVBs) and process action
teanms (PATs) which focus on OSH related issues and can benefit greatly fromthe
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expertise of OH professionals (e.g., back-injury prevention QvB, PAT eval uating
the inmpact of job transfers on OSH prograns).

Ri sk Communi cati on

OH professionals are routinely involved in communicating risk to individuals
or groups of workers with exposure related health concerns, such as reproductive
heal th concerns or asbestos exposure incidents. Alnbst all nedical surveillance
exam nations include sone el enent of risk conmunication. OH professionals are al so
i nvol ved in environnental /community health concerns, especially exposures rel ated
to hazardous waste sites, or at installations with superfund sites. Accordingly,
for mal courses in risk comrunication are strongly recomended for OH
pr of essi onal s.

Educati on and Trai ni ng

CH professionals are an integral part of the occupational safety and health
educati on of workers. Informal training is routinely perfornmed during clinic
encounters w th workers. As such, OH professionals nust be famliar with the
hazards present in the work tasks they support so that they can answer health
rel ated questions from workers. OH professionals should also support fornal
training prograns at the worksite such as prograns for health pronotion
bl oodbor ne pat hogens, and health effects of hazardous exposures.

CH professionals should al so provide regular training in OH topics to other
nmedi cal departnent personnel. A few exanples include workpl ace hazards, treatnent
and tracking of work related injuries and illnesses, and regulatory and
adm ni strative requirenents of OH prograns.

Enpl oyee counseling/referral to enpl oyee assi stance prograns ( EAP)

OH professionals are in a unique position to recognize enployees wth
personal, famly, or substance abuse problens. The points of contact for EAP for
civilian enpl oyees and the nechanisns for referral should be identified. In
addition, comunity resources for problems not handled by EAP should be
identified. Referral sources for active duty personnel include the command Drug
and Al cohol Program Advi sor (DAPA) and Navy Fam |y Services Centers.

Occupational Health Staffing

A large variety of nedical departnent personnel are involved in the delivery
of OH services. The staffing of individual clinics vary greatly depending on the
size and conplexity of the program This can range froma |arge shipyard clinic
with full-time physicians, occupational health nurses (OHNs), technicians,
clerical staff, audiologists, optonetrists and adm nistrative staff, to a snal
shi pboard medi cal departnent with an independent duty corpsman (1 DC) or nedica
departnent representative. The ideal physician and nurse staffing of shore-based
OH clinics is based on formulas in OPNAVI NST 5100. 23 seri es.

The roles of these various professionals vary greatly depending on the size

and conplexity of the OH program All will be involved to sonme degree in the
areas described under COH practice. Regardless of the size of the OH clinic, al
clinics should designate an OH program manager. This individual is responsible

for the overall OH program including clinic or department operation, coordination
of medical surveillance prograns, interface with other OSH professionals such as
safety and industrial hygiene, and establishing quality inprovenent (Q) and
trending activities. For many shore clinics, the OHN serves in this capacity.
Afl oat or FMF nedical departnents will usually designate a preventive medicine
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technician (PMI), independent duty corpsman (IDC) or general duty corpsman to
performthis function.

CH clinics may have full or part-tinme physicians. They may be residency
trained, board-certified occupational nedicine (OM physicians, other nedical
speci alties, general nedical officers, flight surgeons, undersea nedical officers
or others. The use of nonphysician health care providers in the delivery of OH
services is discussed in Appendix B

All OH clinics should identify an OM specialist they can call for
consultation. Many are |located at |arge Naval hospitals, shipyard clinics, or the
Navy Environnmental Health Center( NAVENVI RHLTHCEN). Assistance in |locating an OV
specialist for consultation is avail abl e from NAVENVI RHLTHCEN.
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CHAPTER 3
WORKSI TE EVALUATI ON
| nt roduction

Routi ne onsite eval uation of the workplace by qualified occupationa
heal t h professionals provides an essential element of any conprehensive
occupational safety and health program Per section 0802.2 of OPNAVI NST
5100. 23 series, an annual survey of each workplace is to be nmade by the
cogni zant industrial hygienist - i.e., the walk through survey for al
potentially hazardous Navy work centers. The survey should contain a
description of the work operations and work practices, a list of known
hazardous materials, a list of potential physical and biol ogi cal hazards, and a
description of existing controls and their efficiency.

In addition, onsite workplace eval uation may be perfornmed by
occupational health (OH) nurses and/or physicians in a nunber of situations: in
response to a specific enployee's conplaints or concerns, to investigate an
apparent cluster of pattern of related conplaints in two or nore enpl oyees, or
as part of a periodic worksite inspection schedul e.

Wrksite Visit Preparation

In preparation for a schedul ed worksite visit, OH professionals should
famliarize themselves with all relevant data. Such data may include, but
shoul d not necessarily be limted to:

1. Review of the npbst recent industrial hygiene (IH survey report for the
work center, and if applicable, the correspondi ng nmedi cal surveillance
recommendati ons for the enployees in the work space.

2. Results of physical, biological and chem cal hazard assessnent, such as
noi se dosinmetry and airborne chenm cal sanpling under the annual workpl ace
nmoni tori ng pl an.

3. Assessnent of the presenting conplaint(s) of the affected enpl oyees who
have been evaluated in the cognizant OH clinic.

4. Reports of the periodic safety departnmental inspections of the workpl ace,
and injury/illness data for the work center's enpl oyees, particularly when
clusters of simlar illnesses/injuries or adverse trends in their nunber or
severity has occurred in the worksite. The conmand occupational safety and
health officer, per OPNAVI NST 5100. 23 series, is responsible for maintaining
trend anal ysis reports.

Wrksite | nspection

The inspection itself should be coordinated with the cogni zant work
center supervisor. Wiile the scope of the evaluation is certainly dictated in
part by the specific reason for the visit, sone general principles apply for
nost wor ksite eval uati ons by OH personnel.

1. An essential elenent of the evaluation is the assessnent of work practices,
identification of physical, biological and/or chem cal hazards, and use of
personal protective equiprment (PPE). It is particularly helpful to have a
summary of the recomrended PPE fromthe nost recent IH survey available at the
time of the visit to ascertain whether the recomrended protection is in use.
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2. |If a particular enployee conplaint is being investigated, the specific
ci rcunst ances surroundi ng that conplaint should be thoroughly eval uated.

3. Sufficient time for the site visit should be allotted for "oh by the way"
whi ch inevitably arise whenever the physician or nurse nake a visit. |If
feasible, visits should be nade wi thout conmand representatives, thereby
fostering a freer exchange between shop personnel and OH professionals.

Docunentation of the Whrksite Visit

Sufficiently thorough docunentation of the visit is inportant. The
foll owing subject areas are fromthe format utilized at the National Nava
Medi cal Center for site visit documentation, although many other formats could
be utilized:

Operation/Wrksite
Poi nt of Contact:
Fi ndi ngs/ Di scussi on
Reconmendat i ons:
Acti on:

OhwneE

Foll owup of the Wrksite Visit

The specific nature of the appropriate followup for a worksite visit is,
of course, dependent on the scope and reason for the evaluation. For exanple,
if an enpl oyee conplaint is the triggering event, a witten report or
debriefing session should be arranged to explain the results of the worksite
evaluation to that individual. |If the visit was part of an injury trend
anal ysis, any identified safety/health hazards should be reported to the
cogni zant work center supervisor(s), the activity occupational safety and
health officer and, if applicable, the industrial hygienist, for appropriate
correction.

Regardl ess of the reason for the visit, a followup (at a m ninuma phone
call to the particular enpl oyee and supervisor) is a nust. This protoco
denonstrates command concern and instills a sense of well being in the
enpl oyees and reinforces the availability and interest of the OH departnent.

As a result of the site visits, future enpl oyee problems and concerns will be
brought to nedical attention prior to actual injury or illness. The

i nformati on obtained can be utilized to alert appropriate OSH personnel of
potential areas of concern, in a manner which help protect enployees fromrea
or perceived risk of managenent reprisal for directly reporting workpl ace
hazards to nmanagenent.
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CHAPTER 4
EPI DEM OLOGY AND TREND ANALYSI S
Ref er ences
29 Code of Federal Regulations 1910.1027. Cadmi um
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in Asynptomatic Wirkers. AmJ Ind Med. 1992;21:331-339

Mul l an RJ, Muthy LI. COccupational Sentinel Health Events: An Up-dated List for
Physi ci an Recognition and Public Health Surveillance. AmJ Ind Med. 1991;
19: 775- 799.

NEHC6260 TMP6- 1. Medi cal Surveill ance Procedures Manual and Medical Matri x
(Edition 5).

OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual

Silverstein MA. Medical Screening, Surveillance and the Prevention of
Cccupational Disease. J Occup Med. 1990; 32:1032-1036

Wiite MR, McNally MS. Morbidity and Mortality in US Navy Personnel from
Exposures to Hazardous Materials. MIt Med. 1991; 156: 70-73

| nt roducti on

One of the greatest challenges to occupational health (OH) clinica
providers is to develop meaningful public health interventions based on their
clinical and | aboratory observations. This requires interaction with many other
disciplines including industrial hygienists, safety professionals, radiation
health officers and preventive nedicine technicians. Only with a nulti-
di sci plinary approach can the clinical workload of the occupational health clinic
result in inprovenents to the health and safety of the work force as a popul ati on.

The use of epidem ol ogy as a public health tool is required in several areas
of OPNAVI NST 5100. 23 series incl uding:

1. The devel oprment of an occupational exposure registry and data bank - this is
the product of identification of hazards by the industrial hygiene (IH program
and the results of medical surveillance exam nations (section 0802.5).

2. The review of worker nedical data in aggregate to "detect wunrecognized
occupational hazards and assess the effectiveness of the occupational nedicine
program (section 0803.1(b)(9)).

In most Navy and Marine Corps settings, the opportunity to review and
collect nedical data has not been fully realized. Large, centrally managed
Cccupati onal Health Managenent Information Systems have proved too cunbersone to
be useful to the resource sponsor, functional managers or individual OH clinics.
This chapter wll discuss options available to occupational health care
prof essi onal s who wi sh to devel op an epi deni ol ogi cal approach to i nprove both the
health of the work force and the quality of services provided.

Epi dem ol ogi cal Approach to Prevention

Prevention of illness and injury should be the underlying goal of all OH
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clinical efforts. |If this goal is not attenpted, what is referred to as a nedi cal
surveillance programresults in only a screening process w thout the eval uation
and intervention steps. Popul ation-based epi demni ol ogi cal anal yses may be used at
any of the three levels of prevention:

1. Primary prevention - the nodification of the workplace to prevent disease

prior to exposure. This is the underlying goal of industrial hygiene (IH)
surveys. Primary prevention requires an active interaction between the IH and CH
pr ogr ans. IH surveys and wal k-throughs should drive the medical screening

program Use of OH denographic data and information obtained fromthe follow ng
guestions can be useful to the IH and safety professional

(a) Who is being referred for OH services by command and wor kpl ace?

(b) Have there been changes in CH patient patterns that mght indicate a
change in work process or production |evel which may require an IH re- eval uation?
This may also be the first indication of a change in command enphasis on NAVOSH
programs or assignnment of a different safety officer.

(c) Are there changes to occupational injury or illness patterns that
reflect a degradation of prinmary prevention strategies such as proper use of
engi neering controls, administrative practices, or personal protective equi pnment?

2. Secondary prevention - the detection of a disease state at a point where it
can be reversed. Secondary prevention can occur at several |evels:

(a) Evaluation of the individual worker - based on the potential chenical,
bi ol ogi cal and physical hazards to which the worker nay be exposed, physical
exam nations and |aboratory tests nmay indicate a potential disease. It is
i nportant to conpare the worker's results to established normal values and the
wor ker's | ast eval uation. The majority of workers will have "normal" results.
This is commonly referred to as the "the healthy worker effect"”. The observed

decline in |aboratory studies nmay be nore pronounced in an exposed worker than the
expected change over time in a non-exposed worker, although the values may stil
be "normal”. This is denonstrated in figure (1). 1In this way, each worker is
used as his own control for conparison over time, in addition to the published
normal val ues. An exanple is tracking spironmetry test results for change over
time to | ook for reduced |ung function.

(b) A simlar problemis how to approach an asynptomatic worker with mldly
"abnormal " | aboratory val ues. Specific algorithnms have been developed, as in
figure (2), to evaluate workers with | aboratory tests outside the published norna
val ues.
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Lung Exposed

Volume

Unexposed

Time (years)

Fig. 1. Wen is "normal"” not normal ? Lung Function of exposed
vs unexposed workers. From Silverstein MA. Medical Screening,
Survei |l | ance and the Prevention of Occupational Disease
Reprinted with perm ssion.

(c) Another area that has the potential for epidem ol ogical investigation
of screening results is biological nmonitoring. Wrkers' exposures are assessed
by collecting sanples (nbst commonly bl ood or urine) which are then neasured for
a hazardous agent or a netabolite. This has the advantage over |IH air sanpling
because it takes into account the workers' exposures, not only through inhalation,
but al so across the skin or by ingestion (due to poor work practices). The data
can easily be analyzed by workpl ace to determ ne any overexposures or changes over
tinme. The OSHA cadmi um standard (29 CFR 1910.1027) specifically outlines this
approach with threshold values for either urine or blood cadmumresults. Wthin
two weeks of obtaining an el evated cadm um result, a reassessnent of the worker
and workplace is required. Although not required by OSHA, a simlar occupationa
health and industrial hygiene biological nonitoring threshold approach could be
used with bl ood | eads or other heavy nmetal determnations. This can be a useful
tool for the IH departnent with nmultiple taskings and limted resources to
i dentify workplaces that should be prioritized for eval uation.

(d) The next step in secondary prevention is the collection of individua
wor ker data, either from nedical surveillance exanminations or biologica
monitoring. This information is then evaluated by both specific worksite and by
areas of simlar potential hazard exposure, asking these types of questions:

(1) Are there collections of "abnornmal" results anong workers in a
speci fic workpl ace?

(2) Are there differences anobng workers with simlar potential
exposures conpared to other work sites?

(3) Are there any changes over tine in the nunber or |ocation of

4-xvi i



t hese abnormalities?
(4) How do any of these observations conpare to the IH data?

3. Tertiary prevention: the inprovenent of the disease or disability condition

Al though tertiary prevention is the | east advantageous approach to the individua

wor ker, inportant information for the developnent of workplace preventive
strategi es can be obtai ned. Exanples of this approach include:

(a) The devel opnent of occupational health sentinel events that require a
reeval uati on of hazards, exposures, and work practices. Exanples are a |ist of
64 occupational events, such as hepatitis A in a day care center worker, or
contact or allergic dermatitis in a boat building or repair worker (Millen and
Mut hy) .

(b) Another tertiary preventive approach is the expansion of potential sites

to look for occupational injuries and illness treated by primary care providers
(including afloat and ashore mlitary sick calls). Patients treated at these
sites may not be recogni zed as having an "occupational" illness or injury, or nay

not be referred to an OH clinic. Personal interaction with safety professionals,
energency room staff, and physical and occupational therapists may allow the OH
provider to define better the scope of occupational illness and injury seen by
nmedi cal care providers

(c) The results of large Navy or civilian work evaluations, released as
government reports or published articles, may provide clues to evaluate |ocal
wor kpl aces and popul ations. An exanple is a study fromthe Navy Health Research
Center (White and McNally) which identified that 1371 hospitalizations and 136
deaths occurred from 1974 to 1985 as a result of exposure to hazardous material s.
Specific Navy enlisted rates and ages were identified as being high-risk. VWhile
this information cannot be considered current, it mght provide a neaningful place
to look for potential hazards and opportunities for training in safe work
practices.

Sour ces of Epideni ol ogical Data

Personnel assigned to operational units or military treatnent facilities
often do not have the manpower, tinme, or conputer resources to perform extensive
anal yses of the entire universe of potential patients for whom their facility
provi des COH servi ces. As nmentioned previously, service-w de databases have
proved too cunbersone to provide neaningful data. Smal | er resources do exist
i ncl udi ng the foll ow ng:

1. The conputerized version of reference NEHC6260 TM6-1, the Medica
Survei |l l ance Procedures Manual, is used widely to generate SF-600 facsimle forns
for Navy OH nmedical surveillance prograns. This program generates a dBase |1
Plus (Borland International Inc.) database file (filenanme enpl oyee. dbf) which can
be used to produce summary medi cal surveillance reports for industrial hygienists
and command safety officers. A working know edge of dBase IIl Plus is required
to use this feature. Information on this programis available by contacting the
Navy  Environnent al Health Center ( NAVENVI RHLTHCEN) Cccupati onal Medi ci ne
directorate or any Navy Environnental and Preventive Medicine Unit NAVOSH
depart nent.

2. NAVENVI RHLTHCEN mai ntains on conputer files data from NAVMED 6260/5 and
NAVMED 6260/ 7 of the Navy Asbestos Medical Surveillance Program



3. A free conputer program called Epi-info has been devel oped by the US Public
Heal th Service Centers for Di sease Control and Prevention (CDC). This program was
specifically designed for epidemological analysis and is relatively sinple to
use. This program reads and can analyze dBase |Il Plus files generated by the
medi cal matrix conputer program Ordering information can be obtained at (404)
469- 4098 or FAX (404) 469-0681.

4., Data on IH sanples sent to the regional Navy Consolidated Industrial Hygiene
Laboratories are collated by NAVENVI RHLTHCEN and can be requested for a specific
| ocation or conmmand.

5. OPNAVI NST 5100. 23 series lists the nmishap and occupational illness and injury
reporting requirenents that can provide another source of information. This also
can produce the side benefit of closer interaction between safety professionals
and OH providers.

Concl usi on

The wuse of epidemological nethods affords the OH professional the
opportunity to better understand OH custoners. From this approach, neani ngful
public health interventions can be recormmended to another set of our custoners -
the conmands that refer us our patients and who are ultimately responsible for the
mai nt enance of a safe and heal t hy workpl ace.



CHAPTER 5

MEDI CAL EXAM NATI ONS

General References

5 Code of Federal Regulations (CFR) 339. Medical Qualification Determ nations.
29 CFR 1614.203. Rehabilitation Act.
29 USC 791. Rehabilitation Act of 1973.

COVNAVMEDCOM |tr 6260 Ser 242/0258 of 2 May 88. Wrker Placenment into Medical
Surveil l ance Prograns.

NAVMED P-117. Manual of the Medical Departnent.

NEHC6260 TMP6- 1. Medi cal Surveillance Procedures Manual and Medical Matrix
(Edition 5).

OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual

Ref erences for Specific Prograns. See Appendi x B

| nt roduction

Evaluation of the health status of an individual exposed to specific
stressors or working in certain jobs is essential to achieve a safe and heal t hf ul
wor kpl ace for that individual and his/her coworkers. Certain occupations have
nmedi cal standards, which are witten descriptions of the medical requirements for
specific occupations, on the basis that a certain level of health status is
required for successful performance in those occupations.

Medi cal standards and i mmuni zati on reconmendati ons for specific occupations
and exposures are contained in NEHC6260 TWMP6-1, ( Medical Surveillance Procedures
Manual and Medical Matrix), NAVMED P-117 (Manual of the Medical Departnent), and
other Navy instructions and federal publications. These apply to mlitary and
civilian personnel

When specific guidance is not available, or when there are no nedical
surveillance requirenents, these nay be established through the cooperative
efforts of the Navy Environmental Health Center and the Bureau of Medicine and
Surgery.

There are specific regulations that apply only to civilian personnel.
Regul ations cited in this chapter concerning nedical issues related to civilian
enpl oynent are based on the Code of Federal Regul ations.

Pl acenment into Medical Surveillance Prograns

In accordance with OPNAVINST 5100.23 series, selection of personnel for
nmedi cal surveillance should be based primarily on the results of industria
hygi ene (IH) surveys that quantify exposures in the workplace. This is called
"hazard based"” surveillance. VWen |IH data is insufficient or not available,
i ndividual s are placed in specific prograns based on known or presumed qualitative
exposures rather than on quantitative |IH neasurements and known time exposures.
As the IH data base grows, personnel can be selectively included in or excluded
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from hazard based surveillance. Some "job based"” surveillance will |ikely exist
because it may be inpossible to adequately quantify worker exposures (exanples are
firefighters and hazardous waste workers).

Criteria for placenent in some medical surveillance prograns are mandated
by Occupational Safety and Health (OSHA) or Navy regul ations. Wen there is no
CSHA or Navy standard for a specific agent, individuals whose jobs are associ ated
Wi th exposures to hazards or stressors above the nedical surveillance action |evel
for nore than 30 days per year or 10 days per quarter are placed into nedical
surveillance prograns. When there is no |legal standard for nedical exam nations
for specific agents, half of a reconmended exposure limt may be used as the
action |evel.

Renpval from Medical Surveill ance Prograns

I ndi vidual s may be renoved fromthe nmedical surveillance programif any of
the followi ng situations occur

I. The individual is on a medical surveillance program at the recomendati on of
the industrial hygienist, based on presuned exposures, (where IH data is
insufficient or not available), and the individual no longer works in that
position for nore than 30 days per year or 10 days per quarter; or

2. I H personal sanple data clearly show that individuals are not exposed above
the action level; or

3. Personal sanple data clearly show that individuals are not exposed to a hazard
or stressor above the action level for nore than 30 days per year or 10 days per
quarter; or

4. IH survey data docunent the absence of a hazard or stressor in a job or
process. Personnel can also be renpbved based on the professional opinion of the
i ndustrial hygienist that no hazard exi sts.

Decision Mikers in the Placenent and Renpval of Individuals from Medica
Surveill ance Prograns

The decision to place or renove a individual into or from a nedica
surveillance programis the responsibility of the Medical Departnment working wth
IH and line safety officers and supervisors. Individuals or jobs may be included
in surveillance progranms until |IH determ nati ons can provide objective evidence

for a final decision.

Types of Medical Surveillance and Job Certification Exani nations

Most medi cal evaluation programs include a preplacenent, a periodic and a
term nation exanmi nation. Wlen there is evidence or suspicion of overexposure, a
situational exam nation may be required

Prepl acenment (baseline) exam nation. This provides information necessary
to determine the individual's suitability for the job and is done before the
i ndi vidual starts work. It provides a baseline against which changes may be
conpar ed

Periodic exam nation. This is perforned during the tine that the individua

works in the job. The frequency and extent of periodic exam nati ons depend on the
program Job certification evaluations are done periodically to nake sure the
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i ndi vidual neets the certification requirenments. For some prograns, the frequency
of examinations wll depend on variables, such as the findings from previous
exam nations, the history of exposure and/or the age of the individual. When
depl oyed personnel do not receive periodic examnations on schedule, the
ci rcunstances should be docunented in the health record and the exam nation
performed as soon as possi bl e.

Term nati on exam nati on. VWhen the individual term nates enploynment or is
renoved froma job with a potential for hazardous exposure sufficient for nedical
surveillance, hel/she is renoved from the nedical surveillance program and
undergoes a termination exam nation. (The Asbestos Medical Surveillance Program
has uni que provisions for individuals renmoved from exposure - please see Appendi x
D). In some cases, the termination examination is not required if a periodic
exam nati on has been docunented within the past 12 nonths. Docunentation of the
individual's state of health at the term nation of exposure or enploynent is
essential for conparison purposes if that individual |ater develops nedical
probl ems that could be attributed to past occupational exposures.

Si tuati onal exam nati on. This is conducted in response to a specific
i ncident for which a possible hazardous overexposure is suspected. Such an
i nci dent shoul d pronpt situational exam nations on all individuals wi th suspected
over exposures. El ements of the evaluation nmay vary considerably from routine
surveillance protocols.

Medical Matrix

The Navy Environmental Health Center Technical Mnual, Medical Surveillance
Procedures Manual and Medical Matrix series is to be used as the mnimm
requirements for nmedical surveillance and job certification exam nation, per
OPNAVI NST 5100. 23 series and OPNAVI NST 5100. 19 seri es.

A committee of physicians and nurses neet periodically to review and revise
the progranms in the matrix. The docunment is continuously reviewed in |ight of
current requirenents and guidance, with interim changes issued when there are
mej or program changes. The manual is reviewed in its entirety every two years.
Because instructions and gui dance change nore quickly than this document can be
published, it is inmportant that activities maintain current references. OSHA and
Bureau of Medicine and Surgery (BUMED) regul ations issued after the Medical Matrix
i s published take precedence over the matrix program el enents.

The Medical Matrix is a primary source of guidance for nedical surveillance
pr ogr ans. Requi renents for situational examinations are not included in this
docunent . The prograns contained in the Medical Mtrix are divided into four
cat egori es:

1. Chenmical stressors. Placenent of individuals on nmedical surveillance prograns
in this section is deternmined by the IH survey and is exposure driven. The
exam nation elements of the prograns are designed for hazard based nedical
surveil | ance.

2. Physical stressors such as heat, cold and noi se.

3. M xed exposures such as metal funmes and nmixed solvents which may be useful
when | H sanpling data are not avail abl e.

4. Certification/qualification/special exam nations. Exanples are food service
personnel, respirator user certification and firefighter exam nations. These

5-xxi i



prograns provi de basic guidance on required exaninations, and define content of
exam nations when there may be no specific witten guidelines. Some activities
may have additional local requirenents for exam nations or additional occupations
which are not included in the Medical Matrix. Those requirenents are handl ed on
a local basis.

A program description is included in every program and contai ns references
used to wite the program current review or revision date, and expl anati ons about
unusual frequency or age requirenents. Many prograns have specific provider
coments that detail unusual program conponents or requirenments. Users shoul d
consult those areas for additional information

Comment s and requests for revisions and new prograns can be sent to the Navy
Environnental Health Center, ATTN. Cccupational Medicine Directorate

PC Matrix

The PC Matrix is a conmputer program designed to generate exam nations on a
SF- 600, Chronol ogi cal Record of Medical Care (Facsimle). The PC Matrix is based
on the current edition of the Medical Mtrix and contains all the prograns in the
Medi cal Matrix. The PC Matrix can conbine up to nine programs w thout duplicating
tests, and print them out on a SF 600 facsimle. Progranms that require use of
specific forms such as the SF-78, Certificate of Medical Exam nation and SF-93
Report of Medical History are not included in the PC Matri x.

Requests for the PC Matrix software, as well as comments and requests for
revisions, should be sent to the Navy Environnental Health Center, ATTN
Cccupati onal Medicine Directorate.

Medi cal Surveill ance Exam nations Using the "SOAP' For mat

Docunmenting the nedical surveillance evaluation can be effectively
acconpl i shed using the SOAP (subjective, objective, assessnent, plan) format.

The history and review of systens are "subjective". The |aboratory tests,
ancillary tests, and the physical exanm nation are the "objective" elenent. In
addition to deciding what information to collect and actually collecting it, a
conpl ete surveillance program needs an "assessnent” and a "plan".

The assessnent is an interpretation of the results of the surveillance
exam nation. The provider should ask "What does this nean?" or "what should be
done?" for each outcome of each surveillance program el enment. Interpreting
surveillance data is done from two viewpoints: The | NDI VI DUAL worker and the
GROUP. The assessnment should state whether the provider believes abnormalities
are related to the occupational stressor. Sonetinmes this question cannot be
answered with certainty at the time of the initial exan nation. I nformati on
shoul d be evaluated to identify evidence of occupational disease in a group of
workers in the sane surveillance program or working in the sanme process; this
subject is discussed in nore detail in chapter 4 of this manual

The plan should include a nmechanismto ensure that the worker receives the

results and/or the assessnent of the results. The plan should also address
foll owup of abnormal results, and the schedule for the next re-evaluation or
surveillance exam nati on. Finally, the decision whether or not to recommend

continued exposure to a stressor needs to be indicated in the plan.

Requl ati ons Concerning Civilian Personne
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The remai nder of the discussion in this chapter is concerned w th nedical
i ssues related to civilian personnel. In accordance with 5 CFR 339. 204, enpl oyees
need possess only the m ni mrum physical abilities necessary to performtheir duties
safely and efficiently. A conmand may not deny enployment to a candi date who has
a nedical condition solely on the basis that at sone future tine, the enployee's
condition may becone aggravated and he/she nmay file a claim for workers'
conpensation. So long as the candidate is presently able to do the job, hel/she
is qualified, unless the possibility that the condition m ght recur would present
a substantial safety and/or health risk.

Medi cal Exam nation Procedures

When a command orders or offers a nedical examination, it has the authority
to designate the exam ning physician or other practitioner; additionally, the
command must provide the enployee an opportunity to submt nedical docunmentation
from his/her physician or practitioner. Such docunentation nust be reviewed and
considered by the conmand. 5 CFR 339.104 provides a detailed discussion of the
meani ng of "nedi cal docunmentation”. "Practitioner"” is defined in 5 CFR 339.104
as a person providing health services who is not a nedical doctor, but is
certified by a national organization and |icensed by a state to provide the

service in question. If additional nmedical information is requested as a
condition of satisfactory conpletion of the exam nation, this constitutes an
of fer. The Navy pays the cost if the exam nations are done by the provider

desi gnat ed by the Navy.

On Form SF-78, Certificate of Medical Exam nation, the applicant indicates
i f he/she has any nedical problens which may interfere with the duties of his/her
position. The physician must obtain a full explanation of the nedical problens,
i ncl udi ng treatnent. The working conditions generally found at the applicant's
job location are listed in Form SF-78. These environnental factors, as well as
the functional requirements of the position, should be considered by the exani ner
in light of the applicant's general health condition.

If the applicant is under a physician's care for a nedical problem and
there are inconsistencies between the conclusions of the exani ner and the treating
physi cian, the exam ner should try to account for such inconsistencies, and
di scuss their inplications for the person's ability to performthe duties of the
posi ti on.

The OH provider nust discuss with the applicant or enployee any abnornal
findi ngs detected during exam nation

Pre-exi sting nmedical conditions. Although OH providers are not responsible
for evaluation of pre-existing nedical conditions, it is their professional duty
to inform their patients of any significant findings and give proper
reconmendati ons for followup. The individual must be provided with copies of the
abnormal findings and a note to his/her physician summarizing any abnorma
findings, if indicated.

Suspected occupational illness. Laboratory tests not required by NEHC6260
TWMB6-1 should be ordered only if they may indicate abnormalities resulting from
occupational exposure. Wen |aboratory tests which may be affected by workpl ace
exposure are abnormal, evaluation to follow up those tests are done by the OH
provider, or by referral to the appropriate sources. If the individual prefers
fol l ow-up eval uation from hi s/ her private physician, the enpl oyee nust either pay
for the evaluation, or nust contact the Human Resources O fice, conplete Federa
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Enpl oyees Conpensation Act (FECA) docunents and wait until approval has been
obtained fromthe Departnent of Labor (DOL). |If the FECA docunments are conpl eted
after the enployee has gone to a private physician, DOL nay or nmay not approve
paynment for the nedical expenses.

Maki ng Enpl oynent Deci si ons

The role of the physician with respect to enploynent decisions is limted to
determ ni ng whether the individual neets the medical requirenents of the position,
and the stability of the individual's nedical condition. Based on the nedical
findings, the physician mekes reconmendations which may affect enploynment by
i ndi cating on Form SF-78 what restrictions, if any, are appropriate. Enploynent
deci sions are the responsibility of the supervisor or manager who uses avail able
nmedi cal information as one conponent influencing his/her decision.

Medi cal information nust be adequate to enable the enpl oyee's command to
make an informed decision. This neans that:

1. The diagnosis should be justified in accordance with established diagnostic
criteria.

2. The conclusions and recomendations should be consistent with generally
accept ed professional standards.

3. The report should be signed by the exam ning physician or other appropriate
practitioner.

Specific Job Qualification Medical Exaninations

Routi ne nedical exami nations are not authorized for positions not covered
by specific nmedical standards, physical requirements or nedical evaluation
pr ogr amns. Since the duties of those positions are typically sedentary or only
noderately active, candidates need only neet the general nedical qualification
standard in Ofice of Personnel Managenent (OPM Qualifications Standards Handbook
for General Schedul e Positions and Handbook X-118C, which provide that "applicants
must be physically and nentally able to efficiently perform the essentia
functions of the position, with or wthout reasonable accomopbdation, w thout
hazard to thenselves or others.” Candi date self-certification using SF-177,
Statenment of Physical Ability for Light Duty Wirk, is considered sufficient to
establish nmedical qualifications for those positions. The individual is presuned
to be nedically qualified in the absence of evidence to the contrary.

Circunstances in Wiich the Coomand May Require Medical Exaninations

VWhen the command orders or offers a nedical examnation to civilian
personnel, it must informthe applicant or enployee in witing of its reasons for
doing so and the consequences of failure to cooperate. When the comand is
authorized to require an exam nation, failure to submt to the exam nation may be
grounds for disqualifying an applicant, or taking appropriate or adverse action
agai nst an enployee. However, it may not inpose a penalty for refusing an offer
of an exami nation. The command may require nedi cal exam nations in the foll ow ng
situati ons:

1. Positions covered by specific nedical standards, physical requirenments, or
nmedi cal eval uation programs: Since successful performance in these positions is
dependent wupon the worker's physical or nmedical status, an enployee may be
required to undergo a nedi cal exam nation:
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a. Prior to appointnent or selection (including reenploynent on the basis
of full or partial recovery froma nedical condition).

b. On aregularly recurring, periodic basis after appointnent.

cC. Whenever there is a direct question about an enployee's continued
capacity to neet the physical or nedical requirenents of a position.

2. On-the-job injury: An enployee who has applied for, or is receiving
continuation of pay or conpensation as a result of an on-the-job injury or
di sease, may be required to report for an exam nation to deternine nedical
limtations that may affect placenment deci sions.

3. Rel ease from conpetitive |evel: An exanmination my be required when an
enpl oyee is released from his/her conpetitive level in a reduction in force, and
the position to which the enpl oyee has assignnment rights has nedical standards or
physical requirenents different fromthose required in his/her present position.

4. Psychiatric exam nations and psychol ogi cal assessnents may only be used to
make legitimate inquiry into a person's nmental fitness to successfully performthe
duties of his/her position wthout undue hazard to the individual or others. They
may be ordered only in either of the follow ng situations:

a. The results of a current general nedical exam nation, which the command
has the authority to order, indicate no physical explanation for behavior which
may affect the safe and efficient performance of the individual or others.

b. A psychiatric examnation is specifically called for in the medical
standards or nedi cal eval uation program pertaining to the position.

Circunstances in Wich the Command May O fer Medical Exam nations

A nedical exam nation nmay be offered in any situation where additional
medi cal information is needed to make a managenment deci sion concerning civilian
personnel. This may include situations where the individual requests, for nedical
reasons, a change in working conditions or any other benefits or special treatnent
(includi ng reasonabl e acconmodati on on the basis of full or partial recovery from
a nedical condition), or where the individual has a performance, conduct or
att endance problem which may require action by the comrand.

Requl ati ons Rel ated to Handi capped Persons

29 CFR 1614. 203(e) provides guidelines on pre-enploynent inquiries regarding
handi capped persons. Wth certain exceptions, a command my not conduct a
preenpl oynent nmedi cal exami nation and may not nake preenployment inquiry of an
applicant as to whether he/she is handi capped, or the nature and severity of a
handi cap. However, a comand nmay make preenploynment inquiry into an applicant's
ability to neet the nedical qualification requirements with or wthout reasonable
accommodations, i.e., the mininumabilities necessary for the safe and efficient
performance of the duties of the position in question. A comand may condition
an offer of enploynent on the results of a nedical exami nation, provided that al
applicants are subjected to such an exam nation. O her provisions are detailed
in 29 CFR 1614. 203.

The Equal Enployment Opportunity Commission requires agencies to make

reasonabl e acconmodation to the known physical or nmental limtations of qualified
handi capped applicants or enpl oyees, unless the conmmand can denonstrate that the
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accommodati on woul d i npose undue hardship on the operation of its prograns. An
enpl oyee seeking reasonabl e acconmodation must subnmit to a medical exani nation
requested by the enployer, or produce nedical docunentation to support a request

for nmedical accommodation if the limtation is not inmediately apparent.
"Reasonabl e accommodati on"” includes nmaking facilities accessible to and usabl e by
handi capped persons, including job restructuring, appropriate adjustnent or

nodi fi cati on of exam nations, and other simlar actions.
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Physi cal Requirenents

The O fice of Personnel Managenent (OPM Qualifications Standards Handbook
for CGeneral Schedule Positions and Handbook X-118C detail the physical require-
ments for each qualification standard in federal civil service. The OH provider
shoul d have a listing of the specific physical requirenents for each applicant.
Cenerally, these requirenents are listed as "Functional Requirenents" on Standard
Form (SF)-78 (Certificate of Medical Exami nation). They nmust be nmet in order for
an applicant to performthe job to which he/she is applying.

The examiner is responsible for evaluating the applicant to determ ne
whet her he/she neets each of these criteria. Failure to nmeet a properly
est abl i shed nmedi cal standard or physical requirenent nmeans that the individual is
not qualified for the position unless a waiver or reasonable accombdation is
i ndi cat ed.
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CHAPTER 6

TREATMENT OF | LLNESSES AND | NJURI ES
IN THE OCCUPATI ONAL HEALTH CLIN C
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4th ed. Chicago, IL: Anerican Medical Association; 1993.

ASD(HA) neno dated 25 May 1995. TRI CARE Health Services Plan-Federal Civilian
Enpl oyees.

BUMED |tr 12000 Ser 3B421/0143 of 21 Jun 91. Cccupational Health Participation
i n Federal Enployee Conpensation Act (FECA) Cost Contai nnent.

BUMED Itr 6260 Ser 24B/5U240237 of 20 Dec 95. TRI CARE Health Services Plan-
Federal Civilian Enpl oyees.

5 Code of Federal Regul ations (CFR) Part 339. Medi cal Qualification
Det er m nati ons.

20 CFR Part 10. Federal Enpl oyees' Conpensation Act.

Injury Conpensation for Federal Enployees: a handbook for enploying agency
personnel. U S. Departnment of Labor Publication CA-810; Rev. Feb. 1994.

NAVMEDCOM NST 6320.3B. Medical and Dental Care for Eligible Persons at Navy
Medi cal Departnent Facilities.

NAVMED P-117. Manual of the Medical Departnent, Chapter 22, Preventive Medicine
and Cccupational Health.

OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual .
OPNAVI NST 12810.1. Federal Enpl oyees' Compensation Act (FECA) Program

Questions and Answers About the Federal Enployees' Conpensation Act, U S
Departnent of Labor Panphl et CA-550 Rev. Sept. 1988.

Smith GM The Role of the Cccupational Medicine Physician in the Managenent of

I ndustrial Injury. I n: Mayer TG Contenporary Conservative Care for Painful
Spi nal Di sorders. Lea & Febiger;1991:191-201.
Appendi ces

The following are found in Appendi x G
Definition of Terns
Sanpl e Protocol for Injured Wrkers

Federal Enployee's Notice of Traumatic Injury and Caimfor
Continuati on of Pay/Conpensation (Form CA-1)

Notice of Cccupational Disease and Claimfor Conpensation (Form CA-2)

6- XXi X



Empl oyer's First Report of Injury or GCccupational Illness (Form LS-202,
[ LHACA)

Notice of Enployee's Injury or Death (Form LS-201, LHWCA)
I ntroduction

Cccupational Health (OH) professionals working in Naval nedical treatnent
facilities (MIFs) have a |ongstanding, nultidinmensional role in the prevention,
treatment, and admi nistrative disposition of occupational injuries and ill nnesses
whi ch occur in uniformed and civil service enployees of the Navy and Marine
Cor ps. Both the Chief of Naval Operations and the Chief, Bureau of Medicine and
Surgery, strongly support the essential role of the MF in a coordinated,
mul tidisciplinary team approach to workers' conpensation case nmanagenent at the
activity level.

Per OPNAVI NST 5100.23 series, OH services, including periodic nedical
exam nations, treatnment of acute and chronic occupational medical conditions, and
nmedi cal revi ew nmanagenent of workers' conpensation cases are integral elenents of
the Navy Occupational Safety and Health (NAVOSH) Program Per NAVMEDCOM NST
6320.3B and NAVMED P-117, MIFs are authorized to provide energency and
nonenergency care to civilian enployees for work-related injuries and ill nesses.
These authorized services include nedical treatnent under Federal Enployee
Conpensation Act (FECA); prograns for appropriated fund enployees (20 CFR 10 and
Department of Labor panphlet CA-550) and nonappropriated fund enployees
( NAVMEDCOM NST 6320. 3B)

Background - MIF Support

Traditionally, Navy OH professionals have had a central role in the
prevention and treatnment of work-related injuries and illnesses. Prinmary
prevention of adverse effects of enploynent through identification and
el im nation/control of workplace hazards is a cornerstone of the NAVOSH program
An aggressive, ongoing program of periodic nedical surveillance exam nations based
on current industrial hygiene assessnment of the enployees' work centers is an
i nportant part of secondary prevention of occupational illness, cannot be
over st at ed. Sections of this nmanual, as well as Chapter 8 of OPNAVI NST 5100. 23
series, provide a nore definitive discussion of the operation of a Navy OH clinic
i ncl udi ng hazard- based nedi cal surveillance exam nations

Despite our best preventive efforts, occupationally-related injuries and
illnesses still occur. 1In these situations, OH professionals play vital roles in
optimally managi ng work-related illness at their supported activities.

An often-overlooked role is that of providing clinical care to the
injured/ill enployee within the capabilities of the examning MIF. Per
NAVVMEDCOM NST 6320. 3B, energency and non-energency OH services for appropriated
and nonappropriated fund enployees with work-related illness or injury are
authorized through the OH clinic, emergency room or other «clinics, as
appropriate. At many MIFs, this on-site treatment involves providing needed
followup visits as well as acute evaluation/treatnment of occupationally-related
conditions. Many MIFs have successfully utilized on-site ancillary services (e.qg.
physi cal therapy departnments) and referrals to nmilitary nedical specialists (e.qg.
ort hopedi ¢ surgeons, dermatologists) in the evaluation and treatnent of work-
related illnesses/injuries. The benefits for this "in-house" treatnent have been
clearly denonstrated in terms of convenient access to nedical care for civil
service enpl oyees, reduced nedical costs to the Navy, and nore rapid return-to-
work for injured/ill enployees. In addition, per the Assistant Secretary of
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Defense (Health Affairs) menorandum of 25 May 1995 and Bureau of Medicine and
Surgery letter of 20 Dec 1995, nedical services beyond basic OH care may be
rei mbur sabl e.

Besi des providing direct clinical care, the occupational nedicine physician
can be called upon to use his/her clinical skills in the nedical evaluation of
enpl oyees with occupationally related illness. Specifically, the physician nmay
serve as a nedical exam ner, generally for enployees on |ong-term conpensation.

OH physicians and nurses play a vital role in the oversight and review of
work-related injuries and illnesses. They can support their serviced activities
in a variety of ways

1. Ongoing review of work-related injuries/illnesses for trends suggesting a
particular work activity or workcenter requires further eval uation

2. Providing periodic, first-hand evaluation of at-risk enployees' work centers
through site visits.

3. Serving as nedical liaison with private health care providers in the case
managenment of acute and chronic occupationally-related illnesses and injuries.

4. Providing review of medical docunentation subnmitted to support an enployee's
request for workers' conpensation.

5. Interfacing with occupational safety specialists, injury conpensation program
adm ni strators (I CPAs) and ot her Human Resources O fice enpl oyees, and workcenter
supervisors in the activity's review and managenent of workers' conpensation
cases.

Summary of Federal Wrkers' Conpensation Programns

Federal enpl oyees are covered by a centrally admi nistered, essentially "no-
fault” insurance (i.e. workers' conpensation) system designed to address
occupationally-rel ated nmedi cal conditions.

Appropriated fund enployees are covered by the Federal Enmpl oyees
Conpensati on Act (FECA). FECA provides conpensation benefits for disability due
to personal injury (including occupational disease) sustained while in the
performance of duty. Nonappropri ated fund enployees (i.e. certain enployees of
Navy exchanges, child care centers, and food service units) are authorized
wor kers' conpensation benefits by the Nonappropriated Fund Instrumentalities Act
(section 8171 of Title 33 of the U S. Code) under chapter 18 of the Longshorenen's
and Har bor Workers' Act (LHWCA).

The adm nistrative aspects of FECA and LHWCA differ in ternms of program
adm ni stration, nature of Ofice of Wrkers' Conpensation (OACP) oversight, and
specific type of financial underwiting. Both prograns provide simlar benefits,
e.g. provisions for the paynent of nedical expenses, recovery of |ost wages, and
schedule awards (lunp sum paynents) for permanent inpairnment related to
occupational diseases and ill nesses. FECA and LHWCA operate under a cl ai mant
(enpl oyee) burden of proof to establish both the presence of a nedical condition
(as defined by generally accepted medical principles and practices) and a causal
rel ati onship between that condition and the claimant's performance of duties. In
ot her words, the claimant nust present evidence establishing the nmedical condition
was caused, aggravated, accelerated or precipitated by his/her work duties. Per
Department of Labor Publication CA-810, this factor is based entirely on nedica
evi dence provided by physicians who have exanined and treated the enpl oyee. The
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opi nions of the enpl oyee, supervisor or witness are not considered, nor is genera
i nformati on contained in published articles. Appendi ces |-1 through I-5 provide
definitions of relevant FECA and LHWCA terns as well as a sanpling of the standard
reporting forns used in these progranms. |In both prograns, the OACP is the fina
authority in terms of acceptance of clains, review of nedical docunentation, and
determ nations of enployees' ability to return to work in either a full- or
transitional (light)-duty capacity.

Both FECA and LHWCA give the injured/ill enployee the responsibility and
privilege of choosing his/her treating physician. A Naval activity may establish
adm nistrative procedures requiring all enployees wth nonenmergency nedical

conditions to report these conditions through the activity's MIF, but enpl oyees
are not required to be exam ned or accept treatnent by the MIF's health care
providers. However, even within the |atter constraints, Naval activities and MIFs
can have a trenendous inpact on the optinml nanagenment of occupational illnesses
and injuries which occur at their commands.

Medi cal Care for Work-related Conditions in the Navy MIF

NAVVEDCOM NST 6320. 3B authorizes the following nedical care for new and
recurrent work-related conditions through the MIF:

1. Conprehensive care for active duty personnel

2. Conprehensive care, within the linits of MIF capability and mlitary referra
networ ks, for civil service and nonappropriated fund personnel

3. Energency care for contract/civilian humanitarian injuries.

Civil service and nonappropriated fund enpl oyees have the right to choose

to receive care through civilian health care providers. In order to attract
successfully these enployees’ FECA/ LHWCA " busi ness”, MIFs should strive to
provi de accessible, tinmely care of the highest caliber. For those patients who

require adjunct treatnment (e.g. physical therapy) or specialist evaluation beyond
the capabilities of the MIF or its referral network, local civilian health care
professionals can be wutilized under FECA LHWA, wth the Navy OM physician
remai ning as the enployee's primry physician. Referral of these latter cases
shoul d be handl ed admi nistratively in conjunction with the activity's | CPA

When an enployee elects to be treated at the MIF, clinic personnel should
supply appropriate nedical docunentation in support of the enployee's worker
conpensation claim Such documentation can include copies of nedical treatnent
records (SF 600 entries or 558s), physician annotation on the Request for
Exami nation and/or Treatnent forms (LHWCA Form LS-1), Duty Status Report (FECA
Form CA-17), Authorization for Exam nation and/or Treatnment (FECA Form CA-16), or
Attendi ng Physician's Report (FECA Form CA-20), or narrative report signed by the
physi ci an. Procedures should be developed locally in conjunction with the |CPA
to establish the specific reports to be filed and the routing of the nedical
i nformati on.

Many Navy and Marine Corps activities have established procedures whereby
all enployees with nonenergent injuries nmust report to the activity MIF for
adm ni strative purposes. These may include conpletion of a locally devel oped
m shap (safety) report, even for those individuals who elect to receive their care
froma nonmlitary source. |In these situations, procedures should be established
locally (i.e. through a local FECA instruction) for the appropriate and tinely
nmedi cal eval uation of acutely injured enployees, as well as the tinmely routing of
requi red admnistrative reports. A sanple protocol for MIF evaluation of an
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i njured enpl oyee is provided as Appendi x |-6.
Participation in Wrkers' Conpensati on Case Managenent

Per OPNAVI NST 12810.1, all Naval activities with an annual FECA bill of one
mllion dollars or nore are required to establish an Injury Conpensation Cost
Reduction Committee. This is made up of the commanding officer, civilian
personnel director, |CPA, OSH manager, OM physician (if available), OH nurse and
ot her appropriate managers tasked with oversight of the activity's efforts in
reduci ng conpensation costs and establishing effective transitional duty and
return-to-work programs. The physician and/or nurse serve as essential nenbers
of the conmttee, providing analysis of trends in reported injuries and
illnesses, results of worksite evaluations conducted in response to enployee
medi cal conditions and conplaints, and the review of nedical docunentation
submitted in support of enployee FECA clains.

In addition, many OM physicians, utilizing criteria in 5 CFR 339 and
appropriate professional guidance, provide witten workers' conpensation case
reviews to the |ICPA or other appropriate human resource office personnel, or
serve as a liaison between the activity and the enployee's treating physician as
part of individual case managenent. OAMCP has final authority over the disposition
of enployees with accepted clains for both FECA and LHWCA. However, physicians'
medi cal input has been successfully submitted to OAMCP as part of ongoing active
participation in case nanagenent by Naval activities.

I ndependent Medi cal Evaluation of Injured/1ll Enployees

Both FECA and LHWCA contain provisions allowing OAMCP to require an

injured/ill enployee to subnmit to exam nation by a U S nedical officer as
frequently and at such times and places as in the opinion of the OACP may be
reasonably necessary. Moreover, OPNAVINST 12810.1 permts agencies to require an
enpl oyee, who has applied for or is receiving continuation of pay or conpensation
as a result of an on-the-job injury or disease, to report for an exam nation to
determne nedical limtations that may affect placenment deci sions.
Accordingly, an OM physician can be called upon to perform a medical evaluation
of an enployee whose absence or work restrictions, as recommended by his/her
personal physician, seemsignificantly inappropriate when conpared to the reported
nmedi cal condition or when a permanent job change is under consideration by the
activity. Physicians perform ng such evaluations are strongly encouraged to review
thoroughly 5 CFR 339 and appropriate publications such as The Role of the
Cccupational Medicine Physician in the Managenent of Industrial Injury by G M
Smith, and the pertinent sections of AMA Guides to the Evaluation of Pernmanent
| mpai r ment .

Use of Navy Cccupational Medicine Specialists

Resi dency-trai ned, board-certified occupational nmnedicine specialists are
avai l abl e on a consultative basis at nany |arger MIFs and headquarters functions,
i ncludi ng NAVENVI RHLTHCEN, to assist personnel with the treatment and
adm ni strative disposition of work-related nedical conditions. Because of their
extensive training in toxicology, industrial hygiene, and occupational diseases,
t hese physicians can serve as an invaluable resource in the clinical evaluation
of conplex nedical conditions thought to be work-related, as well as in the
adm ni strative review of wunusual or suspect enployee clains for occupational
di sease or injury.

The Rol e of the OH Physician
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To summuari ze, the physician assigned to the OH Cinic provides support to
the activity's NAVOSH programin a variety of ways, including but not limted to:

1. Actively supporting occupationally related injury/illness prevention through
conprehensi ve wor kpl ace eval uati on and medi cal surveillance prograns.

2. Providing nedical care within MIF capabilities to active duty and civil service
personnel for work-related nmedical conditions.

3. Renmi ni ng abreast of changing federal regulations, clinical practice guidelines
and energi ng ethical issues relevant to occupational mnedicine.

4. Serving as part of a nultidisciplinary teamin the ongoing review of workers
conpensati on cases.

5. Providing case reviews, utilizing occupational mnedicine specialist consultation
when appropriate

6. Providing liaison with local civilian health care providers in workers'
conpensati on case nanagenent.

7. Providing nedical exam nations
The Rol e of the OH Nurse

The role of the nurse in providing support for injured enployees may
enconpass the follow ng:

1. Providing early intervention.

2. Providing imediate initial assessnent/docunentation, nursing diagnosis, and
i mpl enentation of treatnment plans.

3. Initiating followup of medical care, if the enployee elects a private
provi der, including advising enployee and provider of light duty availability; or
facilitating care by Navy provider if the enployee so chooses.

4. Docunenti ng treatment, pre-existing conditions, nedical and occupational
hi story.

5. Facilitating team conmmunication by coordinating worksite visits wth
supervi sors, safety professionals, industrial hygienists and |1CPAs to eval uate
ergonom ¢ factors and identify safe |light duty assignnents

6. Maki ng personal contact with the enployee to nonitor injury status, provide
i nformati on about nedical treatnent, and assist in any problenms which may inhibit
recovery and return to work.

7. Communicating verbally and in witing with the private provider, as needed

concerning the treatnent plan, prognosis and work status. Assisting in obtaining
approval s for surgery and special procedures from OACP

8. Maki ng home visits, when needed, to assess the injured enployee's status,
reviewing treatnent plans and hel ping expedite the enployee's return to work.

9. Consulting with clains exam ners and technical advisors at OACP

10. Serving as the communication |iaison between the enployee, the attending
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physi ci an and OACP.

11. Coordinating with all comrands in nanagi ng enpl oyees returning to work on
transitional duty status, and assisting in preparing transitional duty job offers.

12. Tracking progress on recovery after the enployee returns to work, by naking
contact with the enpl oyee, private provider and supervisor

13. Assuring that medical treatnment and nedication charged were actually
provi ded and were appropriate for the condition approved by OACP.

14. Educating providers and administrators regarding civilian eligibility for
treatment and the cost saving benefit if care is provided by Navy facilities.

15. Assisting with referral as needed.

Long Term Case Managenent invol ves enpl oyees who have been on the workers
conpensation rolls for an extended period of tinme. Although the above areas nmay
apply, additionally the OH nurse:

1. Provi des assistance in updating medical information for pernmanent nedica
pl acenent and reeval uation of enployees in long termtransitional duty status.
2. Wirks with OACP to manage |ong term conpensation with the goal of returning
enpl oyees to worKk.

3. Coordinates with DOL/OACP | ocally contracted rehabilitati on nurses, nurse case
managers and physi ci ans.

4. Follows transitional duty cases until they return to regular duty or are
referred for nedical placenent
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CHAPTER 7

GENERAL AND MEDI CAL RECORDS

Ref er ences

5 Code of Federal Regulations (CFR) 293 Subpart E. Enpl oyee Medical File System
Records.

29 CFR 1910.20. Access to Enpl oyee Exposure and Medi cal Records.

DODI NST 6055.5. Industrial Hygiene and Cccupational Health. 10 Jan 89.
NAVMED P-117. Manual of the Medical Departnent, Chapter 16, Medical Records.
OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual

SECNAVI NST 5212.5C. Navy and Marine Corps Records Disposition Manual
11 July 85

SECNAVI NST 5212. 10A. Mandatory Retention of Insul ation/ Asbestos Rel at ed.
Records. 15 Sep 86

| nt roduction

In this chapter, the term "nedical records"” refers to health records/
enpl oyee nedical files and x-rays generated as part of occupational nmedicine
eval uati ons.

Medi cal records and their contents are the property of the federa
gover nment . Active duty and civilian nmedical records are the responsibility of
t he Bureau of Medicine and Surgery.

SECNAVI NST 5212.5C, SECNAVINST 5212.10A and DODI NST 6055.5 inplenent
Cccupational Safety and Health Administration(OSHA) and Ofice of Personne
Managenent (OPM requirenents in the Navy community for the handling, maintenance,
transfer and retirenment of nedical records.

Definitions

NAVMED P-117. The Manual of the Medical Departnent, NAVMED P-117, lists the
foll owing definitions:

1. Medi cal Record - an account conpiled by physicians and other health care
professionals of a patient's nedical history, present illness, findings on
exam nation, details of treatnent, and progress notes.

2. Primary Records - the original records established to docunment the
continuation of care given to a beneficiary. A health record, which is a type of
primary record, is a file of continuous care given to an active duty nenber. The
health records of federal civil service enployees are known as enpl oyee nedi cal
files.

3. Secondary Records are medi cal records which are naintai ned separate fromthe
primary record; these include convenience, tenporary and ancillary records.
Cccupational medical records do not include secondary records.

OSHA. DODI NST 6055.5 requires conpliance with the Cccupational Safety and
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Heal th Act. Per 29 CFR 1910.20, the enployee nedical record neans a record
concerning the health status of an enployee which is nade or maintained by a
physi cian, nurse, or other health care personnel, including: (1) medical and
enpl oynment questionnaires (including job descriptions and occupati onal exposures
(2) the results of nedical exam nation (pre-enploynent, pre-assignnment, periodic,
or episodic) and |aboratory tests (including chest and other X-ray exam nations
taken for the purposes of establishing a baseline or detecting occupationa
illness.

Cvilian Medical Records

G vilian enpl oyee nedical records are the responsibility of the Navy. They
are subject to Navy regulations and also nmust neet OPM regulations (5 CFR 293
Subpart E).

Civilian occupational nedical record requirenents are covered in the OPM
Enpl oyee Medical File System (EMFS). Individual nedical records are referred to
as the Enpl oyee Medical Folder. Medical records are maintained in accordance with
Privacy Act regul ations.

5 CFR 293 provides the follow ng requirenments for civilian nedical records:

1. Agenci es nmust provi de enpl oyees access to their own EMFS records consi stent
with Ofice regulations contained in 297.204(c) of that chapter. Di scl osure of
an enpl oyee's occupational nedical records to agency officials (both nedical and
non-nedical) will be granted only when the specific information sought is needed
for the performance of official duties.

2. Ensure that, if occupational medical records are to be physically |ocated
in the same office as the Oficial Personnel Folder (OPF), the records are
mai nt ai ned physically apart from each ot her.

3. Set forth a policy that distinguishes, particularly for purposes of records
di scl osure, records in the nature of physician treatnent records (which are
generally not appropriate for disclosure to non-nedical officials) from other
medi cal reports properly available to officials naking managenment decisions
concerni ng the enpl oyee

Retenti on of Medical Records

Part 11, Chapter 6 (Medicine and Dentistry Records) of SECNAVI NST 5212.5C
contain the regulations for records which relate to the admnistration of
performance of health and dental functions by the Navy Medical Departnment. They
i nclude records of exam nation, care and treatment of individuals, physica
fitness, environnental, and health care programrecords accurmul ated in connection
with carrying out nedical departnent functions.

29 CFR 1910. 20 requires that enployee nedical records be maintained for at
| east the duration of enploynent plus thirty (30) years except for sonme types of
records. Those exceptions include health insurance clainms records, first aid
records and records of enployees who have worked for |ess than one year.

SECNAVI NST 5212.10A requires the Navy to hold asbestos related docunents
i ndefinitely. Addi tionally, 29 CFR 1910. 20 specifies "chest X-ray filnms shall
be preserved in their original state"; this includes PA chest x-rays taken as part
of the asbestos nedical surveillance program (which are OSHA nandat ed).

Access to Medical Records

7- XXXVi i



Medi cal records and their contents nmust be retained by the nedical
departnment and be accessible to the nedical staff wthout conprom sing the
security of the records.

Access to nedical records nust follow Privacy Act protocols, and include
maki ng the records available to the enpl oyee or the enpl oyee's representative when
that representative has the enployee's witten perm ssion. If the physician
beli eves direct access by the enployee to information in the nedical record may
be detrinmental to the enployee's health, the enployer may deny direct access for
that information only while providing access to the enployee's designated
representative. A copy of the nedical record must be provided to the enpl oyee
upon the enployee's request. \When additional copies of information previously
provi ded are requested, a charge may be applied for the copies. Refer to NAVMED
P-117, 5 CFR 293, 29 CFR 1910.20 and OPNAVI NST 5100. 23 series for specific Privacy
Act issues.

Di scl osure of an enpl oyee's nedical records to agency officials is limted
to the specific informati on necessary for the performance of official duties. (See
5 CFR 293).

Mai nt enance of Medical Records

NAVMED P-117 descri bes sone of the routine fornms in the nedical records and
the order in which fornms are to be fil ed. 29 CFR 1910. 20 provi des gui dance on
all OH records. Wiile in Navy custody, nedical records are nmintai ned under the
gui dance of NAVMED P-117. OPNAVI NST 5100. 23 series describes information to be
maintained in mlitary and civilian enployee nedical records in conpliance with
OSHA.

Civilian enployees who are retired mlitary nmenbers or nilitary dependents
must have nedical records established just as other civilian enployees. The
mlitary records of those individuals nust be treated as a separate system of
records. Both the civilian enployee record and the nmilitary record nust reference
each other. The general beneficiary medical record nmust be kept separate fromthe
official civilian enployee nedical record.

Transfer of Medical Records

Mlitary nedical records. Transfer these records in accordance w th NAVMED
P-117. For a routine transfer to another Navy command, the mlitary nedical
record transfers with the service nenber. X-rays of military personnel remain at
the |l ocation where the x-ray was taken.

Cvilian Medical Records. Transfer these records in accordance wi th NAVMED
P-117. Transfer nmay be facilitated if the receiving personnel office notifies the

enpl oyee's previous MIF of the need to transfer the nedical records. Human
Resources O fices should notify MIFs when personnel |eave enploynent, and shoul d
request records of new enployees fromthe previous MIF. In many |ocations, this

may not work snoothly w thout assistance of the MIF. MIFs may need to expedite
the record transfer.

Civilian enployee nedical records nust additionally conply wth OPM
regul ati ons. VWhen a civilian enployee makes an inter- or intra-agency transfer
within the federal governnent, the medical record (including x-rays) transfers to
the receiving MIF. When the enployee transfers outside the Navy comunity to
anot her federal job, 29 CFR 1910.20 nust be followed, including placing the
nmedi cal record data in the SF 66D fol der

T-XXXViii



Asbest os x-rays. Because SECNAVI NST 5212.10 prohibits the destruction of
asbestos related docunents, asbestos chest x-rays are not to be transferred
out si de the Navy conmunity. Civilian asbestos X-rays should be retained by the
| ast MIF holding the x-rays and a note placed in the nedical record identifying
the location of the x-rays. Each clinic holding x-rays nmust maintain the x-rays
with mechanisns for retrieval as needed. On-site review of these x-rays is
described in 29 CFR 1910.20 - "In the case of an original x-ray, the enployer nay
restrict access to on-site exam nation or make other suitable arrangenent for the
tenporary | oan of the X-ray."

St or age of Records

When storing records, whether general or nedical, the detailed procedures
contai ned in SECNAVI NST 5212.5C, Appendix C nust be followed. No Navy conmand or
activity is exenpt. If correct transfer procedures are not followed or proper
record transfer docunents are not provided, the entire records shipnment can be
returned to the transferring command or the inmediate superior in conmand for
correction.

Medi cal Records. When the individual retires, transfers outside Navy
comunity or |eaves Navy enploynment, the nedical record is stored in conpliance
with SECNAVI NST 5212. 10A, NAVMED P-117, 5 CFR 293 and 29 CFR 1910.20. Mlitary
and civilian enpl oyee records are kept at separate |ocations and nmust be handl ed
separately.

Mlitary Cuvilian

Depart ment of Veterans Affairs Civilian Personnel Records
Servi ce Medical Records Center 111 W nnebago Street

P. O Box 150950 St Louis, MO 63118

St. Louis, MO 63115-8950 (312) 425-5760

The Navy nmedical records forwarded to St. Louis remamin accessible to the
Navy and can be returned to the Navy upon request. Additionally, individuals can
request copies of their records directly fromSt. Louis.

CGvilian nedical records. FRC SF 66C ("blue folder") is the required fol der
for retiring medical records when the civilian has worked for one agency only.
If the enployee has worked outside the DOD agency, SF 66D ("orange folder") is
requi red. The order of the nedical record nmust be in conpliance with 5 CFR 293

X-rays. Currently, neither St. Louis facility accepts radi ographs |arger
than 8.5" X 11" (these do not fit in the nedical records). Since OSHA requires
chest x-rays (which are larger than 8.5" X 11") to be retained in their origina
state, chest x-rays of military personnel remain in the MIF that took the x-ray,
whil e chest x-rays of civilian personnel remain in the last MIF that provided
occupational health services.

Asbestos related docunents. When nedical records containing asbestos
related information are retired to St. Louis, (1) they nust be packed separately
and | abel ed ASBESTOS RELATED DOCUMENTS; (2) in accordance w th SECNAVINST
5212. 10A: "submt the original and two copies of SF 135 to the FRC, identifying
all asbestos records by filling in item 6f, "Series Description® on the SF 135
with the statenment, "ASBESTOS RELATED DOCUMENTS. "

Records other than Personal Medical Records. SECNAVINST 5212.5C, Appendi x
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C-9, contains a list and areas of responsibility for regional FRCs where records
ot her than personnel nedical records are to be forwarded. Commands are encouraged
to contact the appropriate FRC for information and specific guidance to
facilitate smooth record transfers.

Follow normal records retirement procedures by submitting a properly
conpl eted SF 135, Records Transmittal and Receipt, to the appropriate Federal
Record Centers (FRC). Records nmust be properly identified, packed in the required
boxes and acconpani ed by the SF 135. State the length of tinme the files nmust be
mai ntai ned and identify the command authorized to release the material for
destruction. If the length of time is not specified, the FRC cannot accept the
records.

Closing Facilities

Ceneral. Wen a nedical treatnment facility (MIF) or supported |ine command
is scheduled to close, SECNAVI NST 5212.5C should be reviewed carefully, follow ng
the directions for archiving records. Al commands are encouraged to contact

their regional FRCs, participate in their training prograns and invite FRC
personnel to visit. Key personnel should be identified and trained in preparation
for base/facility closing to facilitate a snooth record transfer. The appropriate
FRC must be contacted to request retirement of records earlier than routinely
permtted by SECNAVI NST 5212.5C. FRCs have been cooperative in accepting records
early when notified of a command or base closing. Records forwarded to FRCs nust
be trackable and retrievabl e when queries are received.

Bases. When bases are "cl eaned up" and/or turned over to other commands,
agencies, or the private sector, regulations nay require that survey data be
available to deternmine the status of the facility. Because of the inportance of
t hese records, consideration nmust be given to maintaining industrial hygiene (IH
records with the responsible MIF until the Navy is no |onger responsible and
inquiries are not being received relating to the data available in I H surveys.

Li ne Conmand. Wen the |ine command cl oses, and the supporting MIF renains
open, nedical and IH environnmental data which are no |onger active nay be retired
as specified in SECNAVINST 5212.5C Medi cal records and |IH environmental
docunents of enployees with workers conpensation clainms are considered active and
nmust be retained by the responsi ble MIF.

Medi cal Treatment Facilities. When a MIF closes, and the supported line
conmand remai ns open, data and records nmust be transferred to the appropriate MIF
responsi ble for the medical support of the Iine command. Fol |l ow routine procedures
for transferring nedical records as the enpl oyee/service nenbers are transferred
or forward themto the NPRCs in St. Louis.

Chests x-rays (14" X 17") are not accepted in the medical records for
ar chi vi ng. These x-rays nust be transferred to the MIF responsible for the
geographic area where the closing MIF is located, and nust be accessible to
enpl oyees or former enployees in conpliance with the Privacy Act. A notice must
be placed in the medical record indicating where and how these x-rays can be
obt ai ned

In special situations, x-rays are forwarded to the regional FRCs for
archiving. Wen this is done, care nust be taken to have the x-rays retained in
conpliance with federal regulations. A tracking system for retrieval of the x-
rays is needed. Asbestos x-rays nust be forwarded separately from non-asbestos-
related x-rays, and | abel ed ASBESTOS RELATED DOCUMENTS so that the FRC staff can
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retain those x-rays indefinitely in accordance with regul ati ons.

7-xli



APPENDI X A
ORGANI ZATI ON OF THE NAVY ENVI RONVENTAL HEALTH CENTER

A NAVY OCCUPATI ONAL HEALTH CHAI N OF COMVAND

The Navy Environnmental Health Center (NAVENVI RHLTHCEN) coordi nates and
provi des centralized support and services to Navy nedical activities ashore and
afloat in the areas of occupational health (OH), preventive nedicine, and

environmental health. It is also charged with coordinating and reviewing all OH
and preventive mnedi ci ne progranms under the direction and managenent of the Bureau
of Medicine and Surgery. It is responsible for nine Echel on 4 conmands.

The chain of command for NAVENVI RHLTHCEN is as fol | ows:

Echel on 1 - Chief of Naval Operations

Echel on 2 - Bureau of Medicine and Surgery (BUVMED)
Echel on 3 - NAVENVI RHLTHCEN

Echel on 4 - Navy Environnental and Preventive Medicine

( NAVENPVNTMEDU) TWO Nor f ol k

NAVENPVNTMEDU FI VE San Di ego

NAVENPVNTMEDU SI X Pear| Har bor

NAVENPVNTMEDU SEVEN Si gonel | a

Navy Di sease Vector Ecol ogy and Control Center

( NAVDI SVECTECOLCONCEN) Al aneda

NAVDI SVECTECOLCONCEN Jacksonville

Navy Drug Screening Laboratory (NAVDRUGLAB) G eat Lakes
NAVDRUGLAB Jacksonvill e

NAVDRUGLAB San Di ego

B. ASSI STANCE AVAI LABLE TO OCCUPATI ONAL HEALTH (OH) PERSONNEL FROM
NAVENVI RHLTHCEN DI RECTORATES AND COVM TTEES

Cccupational Medicine Directorate. The directorate provides technical support to
hi gher authority on occupational nmedicine issues and professional guidance to
field activities on all matters related to the Navy workpl ace.

1. The Occupational Medicine (OM Team i s conposed of physicians, nurses, and
ot her subject nmatter experts know edgeable in a variety of occupational nedicine
matters including, but certainly not limted to heat stress, pediatric |ead
screeni ng, occupational health nursing, reproductive hazards and asbestos. They
coordinate the Navy Pediatric Lead Poisoning Prevention Program The Medi cal
Review O fice reviews opiate positive urinalysis of all active duty personnel, and
provi des gui dance to nedical and other Navy personnel on interpretation of drug
positive urinalysis.

2. The Cccupational Audiology Team is conmposed of subject matter experts who
provi de consul tation and gui dance to audi ol ogi sts, physicians, occupational health
nurses, hearing conservation program managers and other health professionals.
They initiate and review policy reconmendations, both fromthe field and to higher
authority, regarding nmedical aspects of occupational audi ol ogy.

3. The Radiation Health Team is conposed of radiation health officers and

heal th physicists who provide consultation and guidance to radiation health
officers, radiation safety officers, physicians and industrial hygienists on such
matters as radioactive material safety, x-ray nachine performance testing, and
| aser and radi of requency radi ati on hazards. They al so research, review and draft
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Navy Radioactive Material Permts for issuance by CNO (N455) to Navy nedi cal
conmands.

Preventive Medicine and Health Pronotion Directorate. The directorate helps
formulate preventive nedicine and health pronotion policy, and provides
consultation and reference materials to headquarters and field activities. The
staff wites instructions and technical manuals for the Bureau of Medicine and
Surgery and reviews policy regulations witten by other Navy comands. The
Preventive Medicine and Health Pronotion Directorate brings applied science to the
field as quickly as possible using advanced conputer technol ogy and comuni cati ons
systens.

1. The Preventive Medicine Team assists in curbing the incidence of infectious,
communi cabl e, and vector-borne di seases aboard ships and installations, and during

mlitary operations. The team coordinates the collection and distribution of
gl obal nedical information, serves as a tracking center for disease trends, and
provi des epidem ological, entonological and environmental health training
consultation, and on-site technical support. These resources are available to

respond quickly and effectively to di sease outbreaks.

2. The Health Pronption Team advances our nation's Healthy People 2000 initia-
tives by focusing on seven nilitarily inportant core prograns: Tobacco Cessati on,
Nutrition Education, Hypertension Screening and Education, Stress Managenent,
Subst ance Abuse and Prevention, Back Injury Prevention, and Physical Fitness. The
staff hel ps nedical treatnent facilities and |line commands of the Navy and Mari ne
Corps build and maintain active health pronotion progranms by providing start-up
and advanced instructional materials, offering training classes, and conducting
program eval uati ons on | ocation. For nedical and dental treatnent facilities,
additional support is available to enhance their health protection program
clinical preventive services, and their Put Prevention into Practice (PPIP)
program

I ndustrial Hygiene (IH) Directorate. Services provided to NEHC detachnments and
echelon 4 activities include the foll ow ng:

1. Personnel provide information on various IH topics, and when necessary, nay

meke a site visit to resolve the problem I ndustrial Hygiene Consultative
Assi stance Teans (CATs) are provided to BUMED field activities which do not have
the appropriate resources to solve specific problens. The Workpl ace Monitor

Course is a two week course provided to Navy and Marine Corps personnel who
perform | H sanpling.

2. The Hazardous Materials team supports nedical activities with technical
i nformati on and consultation pertaining to health hazard assessnments. It serves
as a point of contact for all areas related to hazardous nmaterial s.

Envi ronnental Prograns Directorate. The directorate provides nedical consulta-
tive support to the Installation Restoration Program for the clean-up of past
hazar dous waste sites. OH personnel may occasionally be asked to perform a
nmedi cal eval uati on of hazardous waste site workers. They may call for infornation
on dat abases and technical information resources maintained by the directorate on
the foll ow ng:

1. Biological effects of hazardous materials.

2. The Environnmental Protection Agency risk assessnment process to eval uate.
hazardous waste sites.
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3. The Agency for Toxic Substances and Di sease Registry public health assessnent
process to evaluate potential health outcones associated with hazardous waste
sites.

Naval |nspector CGeneral Oversight Inspection Unit (NOU). NOU conducts oversight
i nspections of the Navy's safety, OH and environmental prograns. The NO U
mssion is to evaluate activity conpliance with applicable federal and state | aws
and statutes, and Department of Defense/Departnent of the Navy regul ations.

1. NAVOSH Oversight Inspection Unit (NAVOSH O U) conducts the safety and COH
i nspections of Naval shore activities. NAVOSH O U evaluates the OH support
provided by the servicing nedical treatnent facility for each activity inspected.
From an occupational nedicine standpoint, the primary area of concern is the
nmedi cal surveillance program |nspection protocol primarily consists of review ng
sel ected medical records of occupationally exposed personnel to determne if
requi red nedical surveillance is being conducted. The primary source docunent
used by the inspection team is OPNAVI NST 5100. 23 series. Appl i cabl e OSHA and
consensus standards are applied where no NAVOSH standard currently exists.

2. Navy Environmental [nspection Team (NEIT) conducts environmental program
conpl i ance oversight inspections. The area of concern for occupational medicine
personnel revolves around health risk assessnents for environnental pollutants.
The primary reference used for NEIT inspections is OPNAVI NST series. Applicable
federal standards are located mainly in 40 CFR

Resources Managenent Directorate. Services provided to NEHC detachnents and
echelon 4 activities include the foll ow ng:

1. The directorate provides financial support services for budgeting and
accounting to NEHC detachnents, and has responsibility for oversight of echelon
4 activities.

2. All requests for investnent equipnment to support OH functions in the BUMED
claimancy are submitted through this directorate for technical review,
consolidation and prioritization.

3. Onsite and mail-in calibration and repair services for audi oneters and sound
| evel meters are provided for the BUMED cl ai mancy.

4. Automated Information System (Al'S) security and general information technol ogy
support services are available to echelon 4 activities.

Library. The NEHC Li brary, telephone (804) 363-5451, is part of the Resources and
Support directorate It provides the follow ng services to all NEHC detachnents
and echel on 4 personnel:

1. Books and journals: The staff mmil books and photocopied journal articles
to personnel upon request. Interlibrary loans can be arranged for books not
available in the library.

2. Online literature searches: Library personnel can search the National Library
of Medicine (NLM automated information resources on a wide variety of topics
(Information on NLM is provided in Appendix F). They can arrange a direct
connecti on between echelon 4 activities and the NLM conmputer. This enables the
echelon 4 staff to perform basic MEDLINE searches with a desktop PC and nodem

3. CGovernnent publications: Library personnel can research needed citations and
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provi de copi es.

Navy OH Committees. Menbership in these nultidisciplinary comittees is not
limted to NAVENVI RHLTHCEN personnel .

1. The Medical Matrix Committee. This conmittee was fornmed to devel op standard
exam nation protocols for medical surveillance prograns which could be presented
in a user friendly format. These progranms are contained in the Medical Mtrix
which is published as a Navy Environnental Health Center Technical Manual.
OPNAVI NST 5100. 23 series and OPNAVI NST 5100.19 series require the Medical Matrix
be used as the mnimm guidelines for nmedical surveillance and certification
exam nati ons.

The Medical Matrix is reviewed and updated very two years by the comittee.
CH personnel can send comments and requests for revisions and new prograns to the
Navy Environnmental Health Center, ATTN. Cccupati onal Medicine Directorate.

2. Navy Reproductive Hazards Review Board. This board is responsible for
periodically updating the Navy reproductive hazards |ist.
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APPENDI X B

NONPHYSI CI AN HEALTH CARE PROVI DERS | N OCCUPATI ONAL HEALTH

Ref er ences

CHBUMED Itr 6300 Ser 24/0087 of 5 Jun 90. Nonphysician Occupational health
Provi ders.

20 CFR 10. Federal Enpl oyees' Conpensation Act.
29 Code of Federal Regulations (CFR) 1910 series.
49 CFR 391.43. Federal Mdtor Carrier Safety Regul ations.

NAVMEDCOM NST 6550. 5A. CGuidelines for the Use of Physician Assistants. 21
April 89.

NAVMED P-117. Manual of the Medical Departnent.
NAVMED P-5055. Radi ation Health Protecti on Manual . 1992

OPNAVI NST 5100. 19 series. Navy Cccupational Safety and Heal th (NAVOSH) Program
Manual for Forces Afl oat.

OPNAVI NST 6400. 1A. Certification, Training, and Use of |Independent Duty
Hospital Corpsnmen (I1DCs). 11 Feb 93.

St andards of COccupational Health Nursing Practice. AACHN, 1994.
I nt roducti on

The wuse of nonphysician health care providers in the delivery of
occupational health (OH) services is affected by nunmerous federal and state
regul ations, Navy instructions, state professional |icensing standards, and
pr of essi onal practice guidelines. In sinplest terns, all nedical treatnent and
all medical exam nations are to be perforned by or under the supervision of
physi ci ans. Specific OH program requirenents are actually nuch nore conplicated
and in many cases inconpletely defined. OH clinics and other medical departnents
providing OH services are strongly encouraged to consult w th NAVENVI RHLTHCEN when
guestions arise regarding the use of nonphysician health care providers.

Medi cal Surveill ance Exani hations

Navy instructions do not specifically address the use of nonphysician
providers for nedical surveillance examinations, i.e. those examinations in the
nmedi cal surveillance section of the Medical Matrix. Cccupational Safety and
Heal th Administration standards generally only require these exam nations to be
performed "by or wunder the supervision of physicians”. In general, these
exam nations wll be performed by physicians, and credential ed nonphysician
providers, i.e. physicians' assistants (PAs) or nurse practitioners (NPs).
NAVMEDCOM NST 6550.5A requires that all SF-93s and SF-88s prepared by a PA nust
be reviewed and countersigned by a physician. BUMEDI NST 6550. 10 states that
orders witten on patient nedical records by NPs do not require cosigning by
physi ci ans, but makes no statenents on any requirenments for signatures on nedi cal
surveillance and certification exam nations. The Manual of Medicine, article 16-
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15, covers situations not addressed by specific instructions. It states that
|l ocal nedical treatnment facilities nust establish policies to determ ne what
forms, reports or orders attendi ng physicians must sign.

The ability to use OH nurses (OHNs) and i ndependent duty hospital corpsmen
(IDCs) to perform nedical surveillance and certification evaluations is |ess
clear. The Manual of the Medical Departnment authorizes credentialed providers to
perform physical exaninations. OPNAVI NST 6400. 1A does not include "physical

exam nations" in the scope of care or performance skills for |DCs. " Medi cal
surveillance prograns"” is included in the performance skills sections for |DCs,
but is not defined. Some medi cal surveillance and certification evaluations

require mninmal assessnent wthout the need for a conplete physical exam nation.
Under these circunstances and when local protocols are established and
revi ewed/ updat ed periodically, OHNs and I DCs can provide the necessary assessnent
with referral to the physician for all abnormal findings. Prudence dictates that
nmedi cal surveillance and certification evaluations be performed by OHNs and | DCs
only when appropriate protocols are in place, including physician oversight.

Certification Exam nations

Al t hough greater guidance is available on the use of nonphysician providers
for performance of certification examinations, there is tremendous variability
dependi ng on the specific program

Drivers. The Federal Mdtor Carrier Safety Regulations require that
exam nations for covered drivers be perforned only by physicians.

Communi cabl e Di sease Prevention. Certification evaluations prinmarily
directed at prevention of conmunicabl e di seases, such as food handlers and child
care workers, are typically perfornmed by physician extenders, including OHNs,
| DCs, preventive nedicine technicians (PMIs) and other public health
practitioners, with referral to physicians as necessary.

Special Duty. The Manual of the Medical Departnent, article 15-63 requires
that all initial nmedical examnations for special duty (includes explosive
handl ers and expl osi ve vehicl e operators) nust be perfornmed by physicians, but PAs
or NPs may perform special duty exani nations when a nedical officer or Department
of Defense physician is not avail able or exam nation workl oad necessitates. In
such cases, the exanmination nust be countersigned (block 80 of SF-88) by a
physi ci an.

Respirator Users. OPNAVI NST 5100.19 series allows afloat nedical depart-
ment representatives to performinitial screening and qualification of respirator
users based on a nedical history, with referral to a physician when positive
responses are provided on the history. CHBUMED letter 6300 Ser 24/0087 of 5 Jun
90 authorized nonphysician providers, including OHNs and [IDCs, to perform
respirator qualifications under physician supervision. |If the worker is cleared
to use respirators without restrictions, a physician's signature is not required.
Medi cal evaluation reports that restrict or do not permt respirator use should
be signed by a physician, except in shipboard situations when the physician
supervisor is not available. State nursing |icense standards, as well as the
training and experience of individual OHNs, may affect their being able to perform
t hese eval uati ons.

Medi cal Tr eat nent

Medi cal treatnment provided in OH clinics should be handled simlarly to
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other clinical departnents in the nedical treatnment facility. The scope of injury

and illness care provided by OHNs wll be determined by the training and
experience of the nurse, state nursing licensing standards, and facility quality
i mprovenent (Q) and credentialling/privileging instructions. In addition, the

Federal Enpl oyees Conpensation Act requires that injury care provided by PAs or
NPs be countersigned by a physician.
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APPENDI X C
TRAI NI NG AND CERTI FI CATI ON
Ref er ences
OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual

OPNAVI NST 5100.19 series. Navy Occupational Safety and Health (NAVOSH) Program
Manual for Forces Afl oat.

BUMEDI NST 6320.66 A. Credentials Review and Privileging Program 9 Sep 91.
NAVMEDCOM NST 1500. 2. Resuscitation Training. 16 Dec 87

Occupational Safety and Health Training for Enpl oyees

Training prograns designed to provide enployees wth information on
occupational health (OH) hazards and appropriate control mneasures are essenti al
el ements of the Navy Cccupational Safety and Health (NAVOSH) Program Wi | e
training in these prograns is usually the responsibility of the Safety Ofice
mexi mum effectiveness will be attained if an OH Department representative is
available to explain adverse health effects associated wth exposure to
occupati onal hazards, nedical surveillance procedures, and first aid measures.

OPNAVI NST 5100.23 series requires training progranms in all commands wth
enpl oyees on specific prograns. Records must be maintained for five years to
indicate the training provided, names of attendees and date of training. The
trai ning should al so be recorded in the enpl oyee personnel folder.

Credentialing of Professional Occupational Health Personne

Physi ci ans, nurse practitioners, audiologists and physicians' assistants
providing health care mnust be credentialed in accordance wi th OPNAVI NST 6320. 4A.
Credentialing is the process whereby the commander of the nedical or dental
treatnment facility, or unit with medical or dental treatnent capability, upon
recomrendations fromthe credentials comrittee, grants to individual health care
providers the privilege and responsibility of providing nmedical or dental care
within the treatnment facility. Tenporary clinical privileges are granted to
heal th care providers after verification of credentials and while current clinica
conpetence is assessed. Defined clinical privileges are granted to health care
providers after thorough review of their credentials and denonstrated conpetence
These are granted for a period of no nore than two years. The process of renew ng
clinical privileges follows the same procedures wused for granting initia
privil eges.

Certification/Licensing

Physi ci ans and nurses are responsi ble for maintaining current state nedical
or nursing licenses. They nust be provided the opportunity to attend conferences
and courses in order to nmeet continuing nmedical education requirenents for state
licensure, and to acquire and maintain certification in their specialties.

Certification is a voluntary nmechanism for validating a professional's

know edge in a specialized field. Cccupational health nurses and occupati onal
nmedi ci ne physicians can denonstrate proficiency in the specialty by obtaining
certification. Certification confirms that the nurse or physician has net
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standards for experience, education and know edge.

1. Cccupational Health Nurses. The sole certifying agency for occupational
heal th nurses is the Anmerican Board for Cccupational Health Nurses, Inc. (ABOCHN)
ABOHN is a menber of the Anmerican Board of Nursing Specialties. Furt her

information is available from

Anerican Board for Occupational Health Nurses, Inc.
201 East Qgden

Suite 114

H nsdal e, IL 60521-3652

Tel ephone (708) 789-5799

2. Cccupational Medicine Physicians. The sole certifying agency for occupationa

nmedi ci ne physicians is the Anerican Board of Preventive Medicine Inc. ABPMis a
menber of the American Board of Medical Specialties. Further information is
avai |l abl e from

Aneri can Board of Preventive Mdicine Inc.
9950 West Lawrence Avenue, Suite 106
Schiller Park, IL 60176

Tel ephone (708) 671-1750

Training and Certification of Other QOccupational Health Personne

The U. S. Navy and the Cccupational Safety and Health Administration (OSHA)
requi re professional and paraprofessional personnel perforning specific elenments
of the medical surveillance exam nations to receive training and/or certification
in those particular occupational health prograns and/or in the operation of
speci fic equi pnent.

1. Heari ng Conservation Program Al personnel perform ng audionetric testing
for the Hearing Conservation Program are required to attend and successfully
conplete a Navy approved Audionetric Certification Course and recertify every
three years.

Personnel who conduct Navy sponsored courses in occupational hearing
conservation (audiologists, physicians, nurses, industrial hygienists, safety
prof essionals and others) nust be certified as course directors by the Council for
Accreditation in Cccupational Hearing Conservation (CACHC) and be approved by the
Navy Environnental Health Center. They nust be provided the opportunity to attend
conferences and courses in order to obtain or recertify their credentials every
5 years.

2. Pul nonary Function Testing. Al'l personnel performng pulnonary function
testing for nedical surveillance prograns are required to conplete successfully
a National Institute of Occupational Safety and Health (NI OSH) approved course on
spironetry. A Navy-sponsored N OSH approved course is recommended but is not
required

Per sonnel who conduct Navy-sponsored courses in pul monary function testing
nmust have the NI OSH approval to conduct such courses.

3. Sight Screening. Al personnel perform ng sight screening examn nations should
be trained by qualified technicians on the elements of the Sight Conservation
Program and the use of the screening equi pnent.



4. Basic Life Support. NAVMEDCOM NST 1500.2 requires training in Basic Life
Support for all Medical Departnent personnel assigned to, or subject to being
assigned to, duties providing direct therapeutic or diagnhostic health care.

Annual Trai ni ng Pl ans

Each Cccupational Health staff nenber is encouraged to devel op an annua
training plan in order to neet the minimum health training requirenents required
by OPNAVI NST 5100.23 series. Wiile a training plan is not a requirenent, it
provi des an excellent method for tracking the training needs of each staff nenber
and facilitates budget subm ssions. Each individual training plan should specify
type, justification, cost, source and priority of training.

Tr ai ni ng Comands

Chi ef of Naval Education and Training (CNET). OCNET is an echelon 2 comand under
the Chief of Naval Operations. |Its activities include the follow ng:

1. Establishes policy and guidelines for training, projects training needs, and
pl ans resource allocation

2. Devel ops personnel qualification standards, and inservice training policies
and procedures.

3. Manages the Navy's voluntary education program and officer and enlisted
career devel opnent education and training prograns.

Naval Cccupati onal Safety & Health, and Environnent al Training Center
( NAVOSHENVTRACEN) . NAVOSHENVTRACEN, originally the Safety School, is an Echel on
Il conmand reporting directly to CNET. It provides training on occupational
safety and heal th, hazardous naterials and environnental protection. C asses are
conducted worldwide for mlitary and civilian personnel at major hone ports and
overseas activities.

Cour se descriptions and prerequisites nay be found in the current CNETNOTE
5100, the Catalog of Navy Training courses (CANTRAC), and the NAVEDTRA 10500
available in CD-ROM format. A program supports professional devel opment training
for occupational safety and health professionals (mlitary or civilian) when Navy
sponsored classes cannot be provided. Under this program NAVOSHENVTRACEN
advances tuition/registration fees for selected courses which are listed in
"NAVOSH Training: NAVOSH Registration Fee Advance Progrant, published by the
conmand.

Resources for Conti nui ng Educati on

The Navy Environnental Health Center offers or coordinates the follow ng Navy
cour ses:

1. NI OSH Approved Course in Spirometry

2. Navy Hearing Conservation Course

3. Workpl ace Mnitor Course

4. Annual Navy Qccupational Health and Preventive Medicine Wrkshop

The Anerican Cccupational Health Conference is held annually. Information can be
obtained fromthe follow ng:
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Anerican Col | ege of Cccupational and Environmental Medicine
55 West Seegers Road
Arlington Heights, IL 60005
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Ameri can Association of Cccupational Heal th Nurses
50 Lenox Pointe
Atl anta, GA 30324-3176

"Educational Resource Centers" is a catalog published by the National Institute
for COccupational Safety and Health (N OSH) which lists courses offered by N OSH
and different universities. It is available from

National Institute for Occupational Safety and Health
Di vi sion of Training and Manpower Devel opnent

46676 Col unbi a Par kway

Ci ncinnati, OH 45226

Audi ovi sual Ai ds

Navy Visual Information (V) Pr ogr ans. The following Navy VI libraries |end
films on different subject, including safety and heal th-rel ated subjects:

1. Base VI libraries - l|located at Naval bases. They provide over-the-counter
loans to installation tenant activities only.

2. General audiovisual libraries - provide over-the-counter |oans to |ocal area
fleet and shore activities and nmail loans to Navy activities worl dw de. They are
supported by an Inventory Control Point (1CP) at Tobyhanna Arny Depot, Tobyhanna,
PA. For loan of Navy VI productions that are not available froma |ocal base VI
library:

a. Navy requesters east of the Mssissippi River, and in the North and
South Atlantic areas, Europe, Mddl e East, Africa, Central and South Anerica shall
forward requests to:

Di r/ NETPMSA Uni t - Nor f ol k

9770 Decatur Ave/ Suite 250

Nor f ol k, VA 23511-1468

DSN 564- 4011/ 1468: Commercial (804) 444-4011/ 468

b. Navy requesters west of the Mssissippi River and in the Pacific, Far
East, South Asia and the Indian Ocean areas shall forward requests to:

Dir/ NETPMSA VI Unit - San Diego

921 W Br oadway

San Di ego, CA 92132-5105

DSN 522- 1359/ 1360/ 1361; Commerci al (619) 532-1359/1360/1361
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APPENDI X D

CLI NI CAL EVALUATI ON

A, EVALUATI ON OF LIVER FUNCTI ON TESTS

Ref er ences

Doui dar SM Shaver CS, Snodgrass WR Hepatotoxicity from Hazardous Chemicals in
Hazardous Materials Toxicology: Cdinical Principles of Environmental Health.
Sullivan JB and Krieger GR eds. Baltinore: WIlliam & WIkins, 1992

Johnson PJ, MFarlane |G The Laboratory Investigation of Liver Disease. London
Bailiere Tindall. 1989.

Kapl an MM Laboratory Tests. In Diseases of the Liver. Schiff L, Schiff ER eds.
7th ed. Phil adel phia: Lippincott Co. 1993.

Tanburro CH, Liss GM Tests for hepatotoxicity: usefulness in screening workers.
J Cccup Med. 1986; 28: 1034- 44.

| nt roducti on

The liver, as the primary site of netabolism of chemicals, is a potential
site of damage from nmany chemicals used in the workplace. The npst common
wor kpl ace chemi cals known to cause liver injury are the organic solvents. Many
of the hal ogenated hydrocarbon sol vents, the nitrogen-containing chenicals and the
al cohol solvents can danage the liver. The nore toxic chem cals, such as carbon
tetrachl oride, have been renmpoved fromthe workplace because of |iver damage, but

may still be found in older specialized processes or in research facilities.
Wor kpl ace exposures to the al cohol solvents, primarily ethyl and nethyl al cohol

are infrequent causes of abnormal liver tests, but may cause abnormal findings if
conbined with non-workplace exposure or ingestion. Et hyl al cohol can also
interact with the netabolism of nunmerous chemicals that affect the liver. In
addition to hepatotoxic chem cals, many viral infections and sonme bacterial

i nfections encountered primarily in the health care industry can cause acute and
chronic liver abnornalities. Hepatitis Bvirus is a known cause of both acute and
chronic liver disease. W rkplace exposures to chemcals and infectious agents are
al so docunented causes of liver cancer

To screen for possible hepatotoxic effects from exposure to workplace
chemicals, a "liver profile" or a battery of "liver function tests" are frequently
nmeasur ed. A typical "liver function tests" profile, includes: aspartate
am notransferase (AST, formerly <called SGOT or serum glutam c-oxal oacetic
transam nase); alanine am notransferase (ALT, formerly called SGPT or serum
glutam c-pyruvic transam nase); alkaline phosphatase (AP); and bilirubin.
Qccasional ly other serum constituents, such as (-glutanyl trans- peptidase (GGI),
total bilirubin and fractionation into direct- and indirect-acting conponents,
| act at e dehydrogenase (LDH), total protein, and al bumin, are also included. Each
of these tests has a different specificity and sensitivity for different forms of
liver damage. Those tests which reflect the specific type of |iver damage shoul d
be used to mninize the possibility of abnormal results unrelated to occupational
exposure.

The I|aboratory wusually determnes the normal ranges for liver tests,
therefore nornmal ranges will vary by laboratory and type of analysis. Sone tests
are reported in International Units (11U of activity, whereas others are reported
in grams or mlligrans per volune. Subtle changes in liver structure and
activity may not be neasured by these conmonly used tests. Both early, mld
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changes and |ate, chronic changes can be missed with the routine panels. To
nmeasure for these types of changes, additional testing may be required and while
rarely used for screening in our occupational health programs, may be useful for
speci fic exposures.

Tests for the function and integrity of the liver can be divided into three
general categories:

1. Tests that detect danmge to the hepatocyte, or liver cell

2. Tests of the liver's capacity to transport organic anions and netabolize
chemi cal s;

3. Tests of the liver's biosynthetic capacity.

Tests that Detect Danmage to the Hepatocyte

Injury to the liver from chem cal toxicants has classically been divided
into two mmjor categories based upon the pattern of changes in liver enzyne
activity.

Hepat ocel lul ar I njury. Hepatocellular injury is due to the toxicant's
effect on all or part of the hepatocyte, including the cell nmenbrane. The
am notransferases, AST and ALT, are the nost commonly neasured enzynmes that detect
hepat ocel lul ar injury. El evated serum activity levels can be found whenever
there is damage to cells rich in these enzynes, or whenever there are changes in
cell perneability resulting in an increased rate of entrance of ALT or AST into
the blood. Neither AST or ALT is specific for liver injury. AST is also elevated
ininjury to cardiac nuscle, skeletal mnuscle, kidneys, brain, pancreas, |ungs, and
white and red blood cells. ALT, while found predomnantly in the liver, is also
found in many other tissues. Serum AST activity, and possibly ALT, my be
el evated after physical exercise; exercise is thought to be a cause of elevated
anm not ransferases in runners. Presently, there are no commonly available tests
to differentiate the source of elevated am no- transferases, e.g. whether the AST
is fromliver or mnuscle cells. AST and ALT are typically elevated in all types
of liver disorders, including congestion of the liver due to heart failure and
cancer with netastasis to the liver.

Two other commonly neasured enzynes, (-glutanyl transpeptidase (GGI) and
| acti ¢ dehydrogenase (LDH), can be elevated in hepatocellular injury. The GGT,
while very sensitive for biliary tract disease, is not very specific for the
liver. GGT elevations can be found with disorders of the pancreas, heart, kidney
or lung. Isolated GGT elevations have been associated with ethyl alcoho
i ngestion and exposure to other substances which induce mcrosomal enzynmes, a
common group of metabolic enzynes in liver. Because of its lack of specificity,
GGT is nost useful in confirmng the source of al kaline phosphatase el evati on as
described in the follow ng section. LDH is not as sensitive as the am no-
transferases for liver cell injury and is nore useful as a marker for myocardi al
i nfarction and henol ysi s.

Chol estatic Injury. Chol estatic injury, or cholestasis, is caused by
changes in liver structure so that the normal secretion or flow of bile is
di srupt ed. Al kal i ne phosphatase is the nobst conmonly used screening test for
cholestatic injury. In the non-pregnant adult, alkaline phosphatase originates

in the liver, bone, and intestine, with the liver and bone being the prinmary
sources. The different sources of al kaline phosphatase produce specific isoenzyne
forms of the parent enzyme which can be differentiated with special procedures.
Serum al kal i ne phosphatase normal ly increases in pregnancy and with active growth,
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therefore the usual normal |evels of alkaline phosphatase do not apply to pregnant
women or growi ng children. Serum al kal i ne phosphatase |evels are generally
slightly higher in men than women in the 15 - 50 year old age groups, but this
di fference usually di sappears after age 60. Both sexes over age 60 generally have
hi gher | evel s than younger age groups.

If serum al kali ne phosphatase is elevated w thout other evidence of liver
injury, it is often necessary to identify whether the liver or the bone is the
source. El ectrophoresis can be done to identify the specific isoenzyne of
al kal i ne phosphatase. Heat or chemical inactivation of the enzyne have al so been
used because the bone isoenzynme is nore heat sensitive than the other isoenzynes.
The heat inactivation test may be easily disrupted with mnor errors in technique
and therefore the results nay not always be reliable. A third nethod to confirm
the hepatic source of elevated serum al kal i ne phosphatase, is to nmeasure the serum
activity of other enzynes known to increase in association with liver originating

al kal i ne phosphat ase. There are three such enzymes - serum |eucine
am nopepti dase, 5'-nucleotidase, and (-glutanyl transpeptidase. Each of these
enzynes has specific indications and linmtations in confirmng the hepatic origin
of al kaline phosphatase. Further information can be found in any internal

nedi ci ne textbook.

Tests of the Liver's Capacity to Transport Organic Anions and Metabolize Chem cals

The primary test in this category is serum bilirubin. A variety of
cl earance tests have al so been devel oped to neasure the liver's capacity to renove
and detoxify substances from the bl ood. These include dye, breath, caffeine

cl earance and serumbile acid tests.

Bilirubin is a breakdown product of hene-containing proteins. Appr oxi -
mately 80% of the bilirubin produced each day originates from the henogl obin of
senescent red blood cells. In the blood, the lipid-soluble bilirubin is bound to

albumin and is transported to the liver where it is made water soluble through
conjugation to a glucuronide. The conjugated bilirubin is then excreted into the
bile and ultimately renoved fromthe body through the feces. A small portion of

bilirubin is re-absorbed in the gut as urobilinogen. The conjugated or water
soluble bilirubin is the "direct-acting"” bilirubin. The "indirect-acting”
bilirubin correlates with the unconjugated fraction and is the difference between
the total and the direct-acting bilirubin. Overall, bilirubin determ nations are

not sensitive indicators of hepatic function. Hyperbilirubinen a can be produced
t hrough a nunber of nechanisns, including intravascular henplysis and bile duct
bl ockage. G lbert's syndrome, a congenital anomaly found in up to 5% of the
popul ation, is associated with increased serum |l evels of unconjugated bilirubin
due to inpaired hepatocellul ar uptake and/or conjugati on.

Liver clearance tests and serum bile acids are not considered useful
screening tests for the effects of common workpl ace toxicants. They may be usef ul

for research on occupational |iver disease. The dye clearance test currently used
is the indocyanine green clearance which has been used in the evaluation of
early hepatotoxicity in vinyl chloride exposed enployees. This test, which

requi res intravenous administration of the dye, is generally reserved for research
protocols. An ol der clearance test using sulfo-bronmophthal ein sodiumis no | onger
used because of toxicity fromthe dye.

Breath cl earance tests use radioactive |abelled carbon-containing chem ca
conpounds, which can be admi nistered orally or intravenously, and are netabolized
by the liver. Follow ng netabolism the |abelled carbon atom appears in carbon
di oxi de exhaled from the Iungs. The rate of |abelled carbon dioxide clearance
from the lungs correlates with the rate of chemical netabolism in the liver.
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Caffeine is also cleared and netabolized by the liver. D sappearance of caffeine
from the serum or saliva after an oral dose has been used to quantify |Iliver
function.

Serum bile acid nmeasurenments may al so be used to evaluate liver function.
Bile acids are normally produced by hepatocytes and secreted into the bile. A
smal | proportion of bile acids are reabsorbed in the intestine and renoved from
the blood by the liver. Wth liver dysfunction, serumbile acids nmay be el evated.
Measurenment of bile acids is useful in nmanagenent of certain cholestatic liver
di sorders, mainly primary biliary cirrhosis and primary sclerosing cholangitis.

Tests of the Liver's Biosynthetic Capacity

The liver produces the mjority of serum proteins, including albumn,
fibrinogen and coagul ation factors. Albunmin is quantitatively the npost inportant
serum protein; the serum level reflects the rate of synthesis, the rate of

degradation, and the volune of fluid in the body. Serum al bumin levels are
generally normal in acute liver disorders. In chronic liver disorders, such as
cirrhosis, serum albumin may be | ow because of decreased synthesis. If ascites

is present, serum albumn may be decreased because of increased volune of
di stribution.

The liver produces many of the known coagulation factors and is also
responsible for the <clearance of some clotting factors from the blood
Measurenment of the prothrombin tinme evaluates the function of five coagul ation
factors produced by the liver. Three of these factors also require vitamn K for
synthesis of the active form Therefore in addition to inadequate production of
the coagul ation proteins, vitanmin K deficiency or inhibition may al so produce an
abnormal prolongation of prothronbin tine. Correction of the prothronbin tinme
after administration of parenteral vitamin K differentiates parenchymal 1liver
di sease from vitamn K deficiency. Al t hough the prothronbin time is an
insensitive indicator of |iver disease and may renmain normal even in severe
chronic liver disease, this test has been found useful as a prognostic indicator
in acute hepatocellul ar disease. Prol ongation of the prothrombin time by 5-6
seconds above control nay forecast the devel opment of ful m nant hepatic necrosis
during acute viral hepatitis.

Significance and Evaluation of Abnormal Liver Function Tests

In screening for possible effects of hepatotoxicants, it is inmportant to
select the liver function tests with the best conbination of specificity and
sensitivity. For routine screening of chemcals that are known or suspected to
cause hepatocellular injury, the ALT is considered to be the am notransferase nost
specific for the liver. To screen for possible cholestatic effects, the al kaline
phosphat ase, while not the npbst specific for the liver, is considered the npst
useful single indicator of cholestasis. Routine screening with "profiles” which
al so i nclude AST, GGI, bilirubin, LDH and protein determ nations, provide limted
addi ti onal information

When a liver function test is above the "normal range,” the health care
provi der nmust decide if this finding is significant. The al gorithms in chapter
4, figure (2), will help to evaluate workers with |aboratory tests outside the

publ i shed normal values. Very minor elevations (less than 1.5 tinmes the upper
limt of the normal range) may or nmay not be significant and may or nmay not
warrant repeating the test. To nake a decision on the significance of an abnorm
test, the health care provider may find useful information through review ng the
i ndividual's previous test results, reviewing the types and |evels of exposures
to hepatotoxicants, reviewing test results in other simlarly exposed enpl oyees,
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and perform ng a medi cal and occupational history and physical exam nation on the
i ndividual with the abnormal test. Since ingestion of ethyl alcohol and nany
drugs can affect liver function, it is inmportant to obtain accurate information
on the use of al cohol beverages and nedi cati ons.

If, on review of the collected data, an abnornal |iver test is thought to
be significant and the abnornmality persists on a second test, the health care
provider may wish to obtain additional tests to confirmthe hepatic origin of an
abnormal ly el evated enzyne or order additional tests to help evaluate the extent
of liver involvenent. If the liver test abnormality could be due to workpl ace
exposures, the tests results of co-workers should be reviewed and an industria
hygi eni st should be consulted so that all workplace exposures are reviewed.
Specific types of liver disease, such as hepatitis Ain a food service worker, nmay
requi re extensive preventive medicine followup of co-workers and patrons of the
food service

During the evaluation of abnormal liver tests, some individuals may benefit
from a tw to four week trial of renpval from exposure to known workplace
hepat ot oxi cants or of abstinence from al cohol . If the abnormal tests return to
normal after workplace renoval, reassessnment of occupational exposures and use of
protective equipnment is essential. If the abnormal liver test is found to be
related to alcohol i ngestion, the individual should receive appropriate
counselling and referral. Individuals with persistent liver test abnormalities

shoul d be referred to their physician or a specialist for further eval uation.

B. EVALUATI ON OF ABNORNMAL AUDI OGRAMS

Ref er ences

Dobie RA. OQologic referral criteria for occupational hearing conservation
progranms. Anerican Acadeny of ol aryngol ogy- Head and Neck Surgery. 1983.

Jackl er RK, Schindler DN. Cccupational hearing loss. In: LaDou J, ed. COccupationa
medi ci ne. Norwal k, CN: Appleton & Lange, 1990: 95-105.

Morata TC, Dunn DE eds. Cccupational Hearing Loss. Cccupational Medicine: State
of the Art Reviews. July-Sept 1995.

Ni land J, Zenz C. CQccupational hearing |oss, noise and hearing conservation. In:
Zenz C, Dickerson OB, Horvarth EP, eds. COccupational nedicine. St. Louis: Msby-
Year Book, Inc., 1994: 258-296

OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual

OPNAVI NST 5100.19 series, Navy Occupational Safety and Health (NAVOSH) Program
Manual for Forces Afl oat.

Osgut horpe JD, Klein AJ. Qccupational hearing conservation. Oolaryngol Cin N
Anmer 1991: 24; 403- 414.

| nt roduction

Noi se is a comopn occupational exposure in Navy workplaces, and noise-
i nduced hearing loss (NIHL) is one of the npbst comon occupation-related
disabilities. NHL is a sensorineural hearing | oss caused by | ong-term conti nuous
exposure to noise in excess of 85 decibels (dB) or exposure to inmpact noise. The
early, typical finding in NIHL is a decrease in the hearing threshold at 4000
hertz (Hz) or 4 kilohertz (kHz) on the audi ogram Wth continued, unprotected
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exposure to excessive noise, NHL progresses (Figure 1). QG her forms of
occupational hearing |oss include conductive hearing |oss caused by expl osions,
trauma or burns, and sensorineural hearing |oss caused by exposure to ototoxic
substances or blunt head trauma.

Al'l commands, shore and afloat, with noi se exposures in excess of specified
noi se levels are required to have a Hearing Conservation Program as described in
OPNAVI NST 5100.23 and 5100.19 series respectively. Al t hough the nedica
departnment is actively involved in many elenments of the hearing conservation
program the occupational health clinic's primary role is in conducting and
i nterpreting audi ograns for noi se-exposed personnel .

Al'l personnel (civilian and active duty) require a baseline (preplacenent
or reference) audiogram on placement into a hearing conservation program
Fol | owi ng the baseline audiogram testing is done periodically (annually, or nore
frequently, if indicated) and conpared to the baseline to detect any changes or
shifts in hearing threshold I|evels. Because of the inportance of the baseline
audiogram it is inperative that this test be the highest quality possible. The
i ndi vi dual should not have been exposed to noise for at l|east 14 hours prior to
t he baseline audi ogram The individual should also fully understand what is
expected of himher during the test, the audionetric equipnment should be
calibrated and properly functioning, and care should be taken to ensure that noise
outside the audio booth does not interfere with testing. Shifts in hearing
threshol ds fromthe baseline audi ogram may be tenporary or permanent. The hearing
conservation instruction outlines the procedures for determning a tenporary
threshold shift (TTS) or a permanent threshold shift (PTS). A threshold shift is
considered "significant” if there is a change in hearing thresholds, as conpared
to the current reference audiogram of 15 dB or greater in any frequency 1000
t hrough 4000 Hz, or an average of 10 dB or nobre at 2000, 3000 and 4000 Hz in
ei ther ear.

What is abnornmal hearing? Nor mal hearing, as neasured by audionmetry for the
Navy's hearing conservation program is detection of pure tones at the frequencies
of 500, 1000, 2000, 3000, 4000 and 6000 Hz at 20 decibels (dB) or |ess. (Sone
sources use hearing thresholds of < 25 dB as normal hearing.) Cl assification
systens for abnormal hearing or disability related to poor hearing are often based
upon hearing thresholds in the nornmal speech perception frequencies of 500 - 3000
Hz. One classification of abnormal hearing, based upon speech perception
threshold, is provided as Figure 2.

When shoul d an individual with abnormal hearing or a change in hearing be referred
for further eval uation?

A The American Acadeny of O ol aryngol ogy-Head and Neck Surgery has published
the follow ng suggested criteria for referral to an audi ol ogi st or ear specialist.
Thi s organi zation recommends that the original baseline audiogram rather than a
re-established baseline audiogram should be used for conparison to identify
i ndi viduals who will be referred for hearing | oss.

Suggested Criteria for Referral to an Audi ol ogi st

1. Basel i ne audi ogram

a. Average hearing level at 500, 1000, 2000, and 3000 Hz is greater than
25 dB in either ear.

b. The difference in average hearing |level between the better and poorer
ears of:



(1) nore than 15 dB at 500, 1000, and 2000 Hz; or
(2) nmore than 30 dB at 3000, 4000, and 6000 hz.
2. Peri odi ¢ audi ogram

Change for the worse in average hearing level, in either ear, conpared to
t he basel i ne audi ogram of:

a. nore than 15 dB at 500, 1000, or 2000 Hz; or
b. nore than 20 dB at 3000, 4000 and 6000 Hz.
3. Any audi ogram
Vari abl e or inconsistent responses or unusual hearing | oss curves.

Suggested Criteria for Referral to a Physician or Ear Speciali st

1. History of ear pain, drainage, dizziness, severe persistent tinnitus, sudden,
fluctuating or rapidly progressive hearing loss, or feeling of fullness or
di sconfort in one or both ears within the preceding 12 nonths.

2. Visible evidence of cerumen accunul ation or a foreign body in the ear canal.

A person who has received otol ogic evaluation previously on the basis of
the foregoing criteria should be re-evaluated if he/she develops ear pain
dr ai nage, dizziness, disequilibrium inmbalance or severe persistent tinnitus, or
shows significant change in hearing |evels defined in the previous section.

B. In addition to the above reconmendations, other sources also suggest
referral to an audiologist or ear specialist for the following findings on
audi ogr am

1. Basel i ne audi ogram - hearing | oss equal to or exceeding 30, 40, or 50 dB at
3000, 4000, and 6000 Hz, respectively in one or both ears.

2. Any audi ogram -

a. Unilateral or asymretrical hearing |oss, an average difference between
ears of 40 dB or greater.

b. Any audiogramwith a 40 dB or greater threshold at 500 Hz acconpani ed
by a 25 dB or greater threshold at 1000 Hz.

c. Any audiogram with a 40 dB or greater difference between ears at any
frequency.

It should be noted that these referral criteria are different than the
criteria for referral to physician or audiol ogi st based upon the devel opnent of
a permanent threshold shift and the requirenent for determning if a PTS is noise-
rel at ed.

Eval uati on of Hearing Loss by the COccupational Health Physician. On evaluation
of an individual with docunented hearing |oss, the occupational health physician
has two primary concerns:

1. Attenpting to identify the etiology of the hearing loss, specifically, is
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the hearing | oss due to noi se exposure (occupational or non-occupational), or any
of a variety of nedical conditions/exposures associated with hearing |oss.

2. Ensuring an appropriate plan for foll ow up. In attenpting to identify the
etiology of the hearing |oss, the usual techniques of a thorough history, an
appropriate physical exam nation, and review of all audiograns, usually provide
enough information to determine if referral to an audiol ogist or ear specialist
is required.

In the history it is inportant to inquire about changes in hearing, all
sources of noise exposure, famly history of hearing | oss and exposure to ototoxic
substances. The health care provider should conplete a general review of systens,
especially noting recent infections or subtle problens with the ears, bal ance and
vertigo. On physical exam nation, blood pressure nmeasurenent, exam nation of the
ears and sel ected neurol ogi c system exam nations are usually appropriate. M nor
probl ens, such as cerunen inpaction or serous otitis, can often be treated and the
i ndi vi dual can have hi s/ her hearing retested.

If the hearing shift persists, the occupational health physician needs to
determ ne the appropriate plan for follow up. The required plan for follow up
will be based on the differential diagnosis of the hearing |oss and may i ncl ude
referral to an audiologist or ear specialist. In sone cases the plan nmay be
education, re-fitting of hearing protection and a schedule for repeat hearing
tests.

Noi se-i nduced hearing loss is a preventable condition which can lead to
significant disability. Wenever the diagnosis of NNHL is made, it is inportant
that the individual is made aware of the diagnosis and is counselled on his/her
hearing | oss. The individual also needs to be mude aware that continued,
unprotected exposure to noise, whether occupational or non-occupational, my
result in progressive hearing |oss. He/ she shoul d be encouraged to use hearing
protection regularly at work and when engaged in noisy recreational activities.

C. ASBESTGS MEDI CAL SURVEI LLANCE PROGRAM

Ref er ences

Anmerican Thoracic Society. The Diagnosis of Nonmalignant Diseases Related to
Asbestos. Am Rev Respir Dis. 1986; 134: 363- 368.

I nternational Labour Ofice. GQuidelines for the Use of |ILO International
Cl assification of Radiographs of Pneunpconi oses. Rev. Ed. 1980. Cccupati onal
Safety and Health Series. No.22, International Labour Ofice, Geneva, 1980.

NEHC6260 TMP6- 1. Medi cal Surveillance Procedures Manual and Medical Matrix
(Edition 5).

OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual .

OPNAVI NST 5100. 19 seri es. Navy Cccupational Safety and Health (NAVOSH) Program
Manual for Forces Afl oat.

I nt roducti on
BUMED has tasked the Navy Environnmental Health Center (NAVENVI RHLTHCEN)

with centrally managi ng the Navy Asbestos Medical Surveillance Program (AMSP)
ashore and afloat. These responsibilities include the follow ng:
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1. Provi di ng professional and technical consultation on the nedical aspects of
occupati onal exposure to asbestos.

2. Maintaining and anal yzing the central registry database containing information
on personnel enrolled in the AMSP. This contains data from NAVMED 6260/5 (history
and physical evaluation) and NAVMED 6260/ 7 (roentgenographic interpretation for
pneunoconi 0si s) .

3. Certifying equi pmrent and technique of x-ray facilities to take AMSP chest
films, and facilitating the forwarding of films for B-readings to NIOSH-certified
B- r eader s.

Criteria for Enrollnent in the AMSP

The ternms "asbestos current worker" program and "asbestos past worker™
program used in this section refer to the nedical surveillance programs in
NEHC6260 TMB6-1. Navy personnel may be placed in the AMSP if they nmeet any of the
following criteria:

1. "Asbestos current worker"™ program The criteria for enrollnment are
contai ned in the OPNAVI NST 5100. 23 seri es.

a. Mlitary and civilian personnel who neet the exposure criteria defined
i n OPNAVI NST 5100. 23 series nust be included in the AMSP and nust remain in the
program for "asbestos current worker"” as long as the exposure criteria are net.

b. An individual enrolled in the "asbestos current worker" program nust
be renoved from that program if he/she no |onger neets the exposure criteria
defined in OPNAVINST 5100.23 series. If he/she would l|ike nedical evaluation
continued, he/she nay be enrolled in the "asbestos past worker" program

2. "Asbest os past worker" program The Navy has devel oped a program for
individuals with a history of past asbestos exposure in view of the long |atent
peri od between the first exposure to asbestos and the devel opment of signs or
synpt ons of asbestos-rel ated di seases. Placenent in the AMSP on the basis of past

asbestos exposure is a Navy specific program i.e., not mandated by GOSHA
regul ations. Enrollnment in the programis voluntary, and individuals may request
term nation at any tinme. Mlitary and civilian personnel with a history of

asbest os exposure may be included in "asbestos past worker" program based on
prof essi onal evaluation, if any of the following criteria are mnet:

a. History of enrollnment in the Navy AMSP; or

b. A history of participation, during past federal enploynent or nmilitary

service, in any operation where visible airborne asbestos dust was present,
including but not limted to rip-outs, for approximately 30 days or nore in the
past; or

C. The occupational health (OH) provider, wth occupational nedicine

physician and industrial hygiene consultation, as needed, concludes that the
i ndi vidual had exposure to asbestos during past federal enploynent or nilitary
service that nmet the current OSHA criteria for placement in the nedical
surveillance program or its equivalent, for approximately 30 days or nore in the
past .

Medi cal Records Table | summari zes the nmedical records required for workers in
t he AMSP.
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TABLE |
AMSP MEDI CAL RECORDS

AVSEP FORMS ASBESTOS " CURRENT WORKER' ASBESTOS " PAST WORKER'
For initial exam

DD 2493-1 Compl ete entire form Not required

DD 2493-2 For periodic and
termni nati on exam Not required
Conpl ete entire form

NAVVED 6260/ 5 For all exans. Conplete For all exans. Conplete

entire form Forward to
NAVENVI RHLTHCEN

entire form Forward to
NAVENVI RHLTHCEN

NAVMED 6260/ 7

For all x-ray exans.

Conpl ete section 1 and
forward with P/A chest film
to the B-reader

For all x-ray exans.

Conpl ete section 1 and
forward with P/A chest film
to the B-reader

PHYSI CI AN S WRI TTEN
OPI NI ON

For all exams. Provide
enpl oyee and enpl oyer with
a copy.

Not required

GENERAL MEDI CAL
FORMS

OPNAV 5100/ 15
(par agraph
0803. 2a. (1))

ASBESTOS " CURRENT
WORKER"

I nclude i nformation and
update wi th each AMSP
eval uation

ASBESTOS " PAST WORKER!

I nclude i nformation and
update wi th each AMSP
eval uation

SF 600 | NDUSTRI AL
HYG ENE FORM

I ncl ude as avail abl e.

I ncl ude as avail abl e.

NAVMED 6150/ 20

Docunent as enrolled in
ANMBP based on OSHA
criteria.

Docunent as enrolled in
AVMSP based on past
exposur e

SF 600 or SF 602

As needed. Use to
docunent findi ngs not
recorded on other forns.

As needed. Use to
docunent findi ngs not
recorded on ot her forns.
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Criteria for Renpval fromthe AMSP

"Current worker"” program OPNAVI NST 5100. 23 series details the criteria for
removal from the AMSP of personnel who are enrolled in the program on the basis
of the OSHA criteria. As detailed in that series, docunentation on the nedica
record and a letter to NAVENVIRHLTHCEN are required when the individual was
i nappropriately enrolled, or was enrolled because of potential exposure but was
never actually exposed.

"Past worker"™ program Removal of an individual from the program nay be
initiated by either the individual or the COH professional.

1. An individual enrolled in the AMSP on the basis of past exposure nay be
renmoved from the AMSP at any tine that he/she declines further evaluation. In
such a situation

a. A physician's witten opinion is not required, but if the staff
decides to provide one to the individual, the individual's command shoul d not be
provi ded a copy since the rel evant asbestos exposure did not occur during his/her
current position.

b. A termination evaluation is not required, but is recommended in
certain situations, such as cases with history of heavy asbestos exposures.

C. Docunment on the nedical record the reason(s) for renmpoval from the
ANMSP. No ot her docunmentation is required. NAVENVI RHLTHCEN does not need to be
i nfornmed that the individual refuses further eval uation.

2. An individual enrolled in the AMSP on the basis of past exposure nay be
renroved from the AMSP if, wupon review of available information, the OH
professional (with occupational nmedical physician consultation as needed)
concludes that the individual did not neet any of the criteria for inclusion in
the program and was therefore inappropriately enrolled. 1In such a situation

a. A physician's witten opinion is not required, but if the staff
deci des to provide one to the individual, the individual's command shoul d not be
provi ded a copy.

b. A termnation evaluation is not required

C. Docunment on the nedical record the reason(s) for renpoval from the
ANVSP

d. Forward the individual's nanme and social security nunmber to NAVENVI R-

HLTHCEN stating the reason(s) for removal fromthe AMSP
Asbest osi s

The AMBP is directed primarily towards the early recognition of asbestosis.
The follow ng guidelines on asbestosis are adapted from those published by the
Ameri can Thoracic Society (ATS):

Asbestosis is defined as interstitial fibrosis of the pul nonary parenchyna
in which asbestos bodies or fibers nmay be denonstrated. When pat hol ogi cal
findings are not available, as is generally the case, the diagnosis of
asbestosis is a judgenent based on consideration of all relevant clinica
fi ndi ngs.
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In maki ng a di agnosis of asbestosis, there nust be:
1. A reliable history of exposure, and

2. An appropriate time interval between exposure and detection (usually ten
years or nore).

In addition, the followi ng are of recognized clinical value

1. Chest roentgenographic evidence of type "s", "t", or "u", small irregular
opacifications of a profusion of 1/1 or greater (ILO Cassification of
Pneunonoconi oses - 1980)

2. A restrictive pattern of lung inpairment with a forced vital capacity bel ow
the lower limt of nornal

3. A di ffusing capacity below the lower limt of nornal

4, Bilateral late or pan inspiratory crackles at the posterior |ung bases not
cl eared by cough

The chest roent genographic findings are considered the single nost inportant
clinical criterion. Wien it is not met, considerable caution is warranted. The
specificity of roentgenographic findings increases with increasing nunber of
positive criteria. As in all clinical judgenments, confounding variables, such as
the presence of other clinical conditions that affect these criteria, should be
eval uat ed.

Pl eural Abnornmlities

Pl eural abnormalities are often associated wth parenchymal disease, but
are different in epidemology, clinical features, and prognosis. Exposure to
asbest os may cause the foll owi ng benign pleural abnormalities:

1. Pl eural plaques. These are discrete, rounded |esions, usually bilateral
nost often found on the posterolateral aspect of the |lower parietal pleura or
di aphragm  They are not believed to be pre-nmalignant |esions. Pl eural pl aques
are well established markers for asbestos exposure and are usually detected in
asynptomati c individuals on routine chest roentgenography. The finding of pleura
pl agues on chest roentgenography is not, by itself, an indication to refer for
further evaluation

2. Pl eural thickeninag. This is a focal or diffuse fibrosis of the viscera
pleura with involvenent fromthe apex to the base. Pleural thickening may inpair
pul monary function and cause synptons. Since many other disease processes can

cause pleural fibrosis, the finding of diffuse pleural thickening on chest
roent genography is non-specific and is not necessarily related to asbestos
exposure.

3. Pleural effusions. These are early manifestations of asbestos exposure and
are characteristically unilateral sterile exudates. Oher disease processes can
cause pleural effusion and a careful evaluation for other causes, such as |ung
cancer or tubercul osis, should be undertaken before an effusion is attributed to
asbest os exposure.

Lung Cancer

Lung cancer risk is related to asbestos exposure in a linear, dose-related

D-13



f ashi on. There is a synergistic effect of snoking and asbestos exposure on the
devel opment of |ung cancer. Snoking significantly increases the risk of 1ung
cancer. The latency period is seldom less than ten years and is usually over
twenty years.

Mesot hel i oma

Most mal i gnant nesothelionas of the pleural and peritoneal cavities are
associ ated with exposure to asbestos. Cases may occur fromtransient exposure to
asbestos. Cigarette snoking appears unrelated to the developnment of neso-
theliomas. The latency period is usually greater than twenty years and is often
as long as thirty or forty years after exposure.

O her Malignanci es

Sone studi es have associ ated asbestos exposure with excess cancers of the
gastrointestinal tract and kidney. These studies are not considered conclusive

B- r eadi ngs
I ndividuals with pul nonary signs and synptons from acute illnesses shoul d
not be scheduled for an AMSP x-ray until the illness has cleared up, to avoid x-

ray findings which may cl oud the pneunobconi oses fi ndings.

NAVENVI RHLTHCEN contracts with NIOSH certified B-readers to read all AMSP
films using the I1LO classification for pneunoconioses. All filnms nust be read by
the |l ocal radiologist before they are nailed for B-readings.

The B-reading is designed for epidemological purposes, not for clinical
evaluation. |If the B-reading is significantly different fromthe reading of the
| ocal radiologist, the local radiologist should be asked to review the film
Because the |ocal radiologist has access to information about the individual's
hi story, physical exami nation and previous x-rays, and can take further x-rays if
needed, his/her interpretation of the chest filmis nmore inportant for clinical
di agnosis than the B-reader's interpretation. Further action will depend on the
clinical judgenent of the exam ning physician. Referral to a pul nonary speciali st
may be indicated.

C-readi ngs

The technique used for taking AMSP films is different from those used for
ot her purposes. Therefore, a nmedical facility can take AVMSP x-rays only after
its equipnment and techni que have been certified by NAVENVI RHLTHCEN. This is done
by submitting films for C-readings

Routine recertification is not required. Recertification is required when
the x-ray equipnent is changed or significantly nodified. Wen NAVENVI RHLTHCEN
identifies a problem with film quality, recertification may be required. The
procedures for recertification of equipnent and technique are the same as for the
initial certification.

AVSP Certification of the Radiol ogy Techni que and Equi pnent

The follow ng procedures nust be followed by nedical facilities applying for
AMSP certification:

1. Facilities must submit to NAVENVI RHLTHCEN si x AMSP posterior/anterior (P/A)
chest films for evaluation and B-reading interpretation. Table Il describes the
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imging systems and x-ray technique necessary to produce the optinmum
interpretation quality.

2. A NAVMED 6260/7 formand Table Il form nust be conpleted and forwarded to
NAVENVI RHLTHCEN wi th each P/ A chest film The Table Il form provides infornation
on the imaging system type of machine, technique, processing and Quality
Assurance for the consulting radiol ogist.

3. NAVENVI RHLTHCEN forwards the subnmitted films and forms to a consulting
radi ol ogi st (C-reader). If the Creader determines that the filnms neet the ILO
1980 classification standards, the nmedical facility will be certified to take AMSP
films. The Creader's interpretation of readable filns will be recorded on the

NAVMED 6260/ 7 fornmns.

4, The C-reader's recommendations will be conveyed via NAVENVI RHLTHCEN | etter
to the submitting facility with the filnms and conpl eted NAVMED 6260/ 7 forns. This
letter will either notify the facility certifying its x-ray equipnent and
technique, or identify reasons for denying the certification. The letter

providing certification includes detailed information for obtaining delivery
orders and routinely sending chest films for B-readi ngs under the NAVENVI RHLTHCEN
centrally administered contract. A copy of this approval letter should be kept
on file in the x-ray departnment.

Contact NAVENVI RHLTHCEN when questions arise concerning the certification
status of a facility.
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Table 11
| magi ng System and X- Ray Techni qgue Recomendati ons

Par anet er Recommendati on or Requirenment
Film Medi um or hi gh speed
Screen Medi um or hi gh speed
Gid
Rati o 8:1 or 12:1
Li nes/ i nch 100 - 103
Focal filmdistance 72 inches
Film size 14 inches X 17 inches
Fi | m hol der Adj ust abl e; cassette capabl e of being

positioned vertically or horizontally

Proj ection Posteri or-anterior chest

Anode Rot ati ng

Focal spot size Maximum 2 mllineters

Filtration Mnimm2.5 mllinmeters al um num
Ti me a. Less than 1/20 second

b. 1/10 second if single phase and
| ess generator capacity than 300
mllianperes at 125 kil ovolt peak or
pati ent greater than 28 centineters
M | Iianperes 300 or greater

Ki | ovol t age 120 or greater
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Table 111
X-Ray Techni que and Equi pnent Questionnaire

Settings of chest filmforwarded for eval uation:

a. Phototimer system used:

YES NO

MIlianmperes M Il amperes

Backup Ti ne_ Ti me

Kilovolt Peak_ M I |i anperes-seconds(ms)

Ki | ovolt Peak

b. Focal FilmDi stance Filtration

Type of equi prment:

a. Manufacturer Mode
b. Generator type: Single phase
Thr ee phase
O her (specify)

c. Automatic collimtion available: Yes No

d. Filnms/intensifying screens used

e. Gid used: Ratio Li nes/i nch

f. Maintenance provi ded by

Wor k| oad:

a. Radi ographs:
Nunmber of all types of filns per week
Nunmber of chest filnms per week

b. Retake rate: Percentage of filnms retaken

Dar kr oom

a. Type of processing: Automatic__ Manual
Manuf act ur er Model

Type t hernonet er Type tiner

b. Maintenance
Frequency for changi ng chenical s
Mai nt enance perforned by:
Techni ci an
Medi cal repair technician
Service contract

D17



B-r eadi ng pr ot ocol

MIFs certified to take AMSP x-rays nust follow the procedures |listed bel ow
to obtain B-readings

1. Use SF-519A and NAVMED 6260/ 7 Report Form (Stock Number 0105-LF-009-9900)
to order routine posterior/anterior (P/A) chest x-rays for individuals in the
AMSP. Conpl ete Section | of NAVMED 6260/ 7.

2. Do not ask the B-reader to make conparisons with old filnms. Do not forward
ot her radiology reports, x-rays or related information. Al additional x-rays and
consultations are the responsibility of the exam ning physician, in consultation
with the | ocal radiol ogist as needed.

3. Fol |l ow t he procedures below in preparing AMSP chest films for B-readings:

a. The local radiologist nust read the films before they are forwarded to
the B-reader. Use routine procedures established by the x-ray departnent to track
films checked out of the departnent.

b. Forward only the P/ A chest films and NAVMED 6260/ 7s to the B reader.
You nust always send both the original and copy of the NAVMED 6260/7 to the B-
reader. Do not send the filnms to NAVENVI RHLTHCEN

c. To obtain authorization for mailing AVSP chest filnms to the B reader,
use the sanple letter on the following page to request the DD 1155 (delivery
order) from NAVENVI RHLTHCEN. The nunber of radi ograph eval uati ons you request in
the letter will be entered in block 19 of DD 1155. If the number of AMSP chest
eval uations varies from the nunber on the DD 1155, contact NAVENVI RHLTHCEN to
have the order nodified before you ship the filnms and DD 1155 to the B-reader.
Failure to conply could result in an unauthorized procurenent with fundi ng charged
to your activity.

d. Each chest film nust have an acconpanyi ng NAVMED 6260/7 with all of
Section | conpleted. If two exposures are required to obtain the P/A chest film
count these two chest filnms as one chest film and prepare one NAVMED 6260/7 to
request one evaluation. Place the NAVMED 6260/7 on top of each corresponding film
(do not staple formto filnm and stack up to 25 films in one x-ray jacket for
efficient packaging. This will enable a mailing case to hold up to 100 AVSP fil ns
and forns. The B-reader is not responsible for sorting forns to match fil ns.
Films nust be securely packed in the film mailing case. Mai ling cases are

furni shed by the NAVENVI RHLTHCEN upon request.

e. AMSP films should be forwarded at | east nonthly in batches of 10 to 100
films. Facilities having less than 10 filnms in a nonth may batch those filns with
other facilities. Please contact NAVENVI RHLTHCEN to identify other clinics taking
AMSP films in your area, if needed.

f. Prepare a mailing |label for the x-ray mailer case, containing the B-
reader address (found in block 9 of the DD 1155.) Prepare a second nuiling | abel
wi th your address to be used by the B-reader in returning the AMSP chest filnms and
NAVMED 6260/ 7s. Place the second label in the nailing case with the filnms, NAVMED
6260/ 7s and DD 1155.

g. The films to the B-reader nust always be mailed certified "priority 13"
since films nmust be traceable in case they are lost in the mail. The DD 1155 nust
be used within 14 days (21 days for overseas activities) fromthe date found in
bl ock 3 of the DD 1155.
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3. The B-reader has thirty days to read the filnms. |If the filns and original
NAVMED 6260/ 7s are not returned within two (2) nonths fromthe date you nailed the
films, or by the date in block 10 of the order docunent DD 1155, contact
NAVENVI RHLTHCEN.

4, B-reader interpretations (NAVMED 6260/7) are medical docunents which nust
be incorporated into the permanent health record after review by the nedical
heal t h provider.

Requests for Authorization to Ship X-rays for B-readings

Requests nust be in witing and forwarded to NAVENVI RHLTHCEN by speed letter,
regul ar mail, naval nessage, or telefax (Telefax: (804) 445-6873). An authorized
signature is required unless the request is by naval nessage.

The format used in the following sanple letter nust be used to request
aut horization to ship AMSP chest x-rays for B-readings. Paragraph 1 requires
information on the quantity of radiograph evaluations. If two exposures are
required for an individual, count these two chest filns as one. Use the U C of the
MIF shi ppi ng the AMSP chest x-ray.

DATE: uc

From (REQUESTING ACTIVITY) (Provide conplete mailing address including building
nunber, etc.)

To: Contracting O ficer, Navy Environnental Health Center,
2510 Wal ner Avenue, Norfolk, Virginia 23513-2617

Subj : REQUEST FOR AUTHORI TY TO SHI P ASBESTOS X- RAYS FOR B- READI NGS

Ref: (a) OPNAVI NST 5100. 23D Chapter 17

1. Per reference (a), (REQUESTING ACTIVITY) has a total of (QUANTITY) chest
radi ograph evaluations available for shipping to the designated B-reader. The

requested delivery date is (DATE: 45 days from the date of your request letter),
Priority 13.

2. Please forward the order docunent (DD 1155) and the Chest Film Protocol for the
ANSP.

3. Point of contact
Tel ephone: DSN: cow  ( )
Tel ef ax: DSN: cow  (

AUTHORI ZED SI GNATURE
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D. EVALUATI ON OF CHOL.I NESTERASE LEVELS
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Mechani sm of Action

Most of the toxic effects of organophosphate and carbanate pesticides are due
to their ability to inhibit the activity of acetylcholinesterase, an enzyne which
normal Iy inactivates acetylcholine. Acetylcholine is the neurotransnmitter at the
post gangli oni c parasynpathetic nerve endings, preganglionic nerves to parasynpa-
thetic and synpathetic ganglia, somatic nerve endings to striated nuscle, and
certain central nervous system (CNS) synapses. When chol inesterase activity is
i nhi bited, acetylcholine accunulates at cholinergic synapses, resulting in
stimul ation, then paralysis of transm ssion in those synapses.

Rout es of Absorption

Or ganophosphat es are absorbed through the respiratory and gastrointestinal
tracts, skin and conjunctival nucosa. Toxicity has been reported from skin
absorption of organophosphates on <clothing that had been [|aundered after
cont am nati on.

Carbamat es are absorbed through the respiratory and gastrointestinal tracts.
They are not appreciably absorbed through intact skin, but absorption nay be
increased in cases of dermatitis.

El enents of Medical Eval uation

Wor kers undergo physical exam nations before exposure and annually. The
el ements of the exam nation are contained i n NEHC6260 TMD6- 1.

Cholinesterase levels are determned before exposure and at periodic
intervals depending on the type and frequency of exposure. OPNAVI NST 6250. 4A
contains the guidelines to be foll owed when nonitoring cholinesterase |evels.

Significance of Cholinesterase Levels
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The nedical surveillance programtests for two kinds of cholinesterase

1. Acetyl chol i nesterase (RBC cholinesterase) is found in the nervous system and
red bl ood cells (RBC).

2. But yryl chol i nesterase (plasma cholinesterase, pseudocholinesterase) is found
in the liver and pl asna.

The syndronme observed with organophosphate or carbamate toxicity is due to
the inhibition of acetylcholinesterase in the nervous system Since this cannot
be neasured, RBC cholinesterase and plasnma cholinesterase are used as surrogates
in testing. Cholinesterase in the nervous system is reflected better by RBC
chol i nesterase than by plasnma cholinesterase. Measurenent of both is recomended
because each yields different information:

1. Organophosphate and carbanmate pesticides may cause a decline of RBC cholines-
terase, plasma cholinesterase or both.

2, Plasma cholinesterase declines and returns to baseline values nore rapidly than
RBC chol i nest erase. If there is conplete inhibition of RBC cholinesterase by
or ganophosphat es, recovery takes place at the same rate as new RBC regeneration
(approximately 1% per day). Pl asma chol i nesterase regenerates approximately 25%
inthe first 7 - 10 days.

Devel opment of synptons depends nore wupon the rate of decline in
chol i nesterase activity than upon the anmount of the decline

Considerations in the Interpretation of Laboratory Tests

1. Nor mal | aboratory val ues show a wi de range, varying with the nethod and the
| aboratory. Therefore, it is preferable to conpare a worker's followup
chol i nesterase values with his/her baseline (obtained before exposure) rather than
with the laboratory "normal" val ues. Cases have been reported of individuals whose
cholinesterase levels are significantly depressed from their baseline, but fall
within the | aboratory range of nornal

2. Two baseline tests are recommended because for the same individual
chol i nesterase val ues can vary by as nmuch as 10 - 15%

3. When baseline studies are not available for an individual who was overexposed
to organophosphate, serial cholinesterase nonitoring is advised. A rise in
cholinesterase values indicates that there was post-exposure cholinesterase
depr essi on.

4. The conplex formed by carbamates with cholinesterase is unstable.
Chol i nesterase nonitoring is not helpful if a worker is exposed only to carbanmates,
unl ess the specinen can be exanmined within a few hours.

5. Decreased chol i nesterase val ues have been reported in the follow ng:

a. RBC and/or plasma cholinesterase - Overexposure to organophosphate or
car bamat e pestici des

b. RBC cholinesterase - anemia (if the cholinesterase nmeasurenment is not
corrected for the hematocrit), quinine.

c. Plasma cholinesterase - liver damage, nmalnutrition, foods w th xanthine
rel ated conpounds (coffee, chocolate, tea), drugs (norphine, codeine, thiamne,
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ether, chloroquine), chemcals (organic mercury compounds, carbon disulfide,
benzal konium salts), acute infections, sone types of anem a, stomach and ki dney
cancer

6. Increased cholinesterase val ues have been reported in the follow ng:

a. RBC cholinesterase - chronic |ow | evel exposure (as much as 10% above
basel i ne).

b. Plasma cholinesterase - exercise, nephrotic syndrone.
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Nor f ol k, VA 23513-2617
Comm (804) 363-5604; DSN. 864-5604

Navy Environnmental and Preventive Medicine Unit Two
1887 Powhatan St.

Nor f ol k, VA 23511- 3394

Comm (804) 444-7671; DSN. 564-7671

(Cari bbean, Central and South Anerica)

Navy Environnental and Preventive Medicine Unit Five
3035 Al bacore Alley

San Di ego, CA 92136-5199

Comm (619) 556-7071

(Canada and Mexi co)

Navy Environnental and Preventive Medicine Unit Six
Box 112, Naval Station

Pear| Harbor, H 96860

Conmm (808) 471-9505; DSN. 471-9505

(Pacific, SE Asia to India)

Navy Environnental and Preventive Medicine Unit Seven
PSC 824 Box 2760

FPO AE 09623

Comm 011-39-95-56-4101/ 4099

(Europe, Africa, Mddle East, USSR

Arnmed Forces Medical Intelligence Center (AFM Q)
Fort Detrick, MD 22701-5004
Comm (301) 663-7511; DSN: 343-7511

| nt roduction

Travel nedicine or "enporiatrics" is a relatively new and rapidly devel opi ng
field which relies heavily on up-to-date know edge of area-specific health risks.
A recent survey of North Anerican travel health advisors found that inmunization
reconmendati ons were inadequate or inappropriate in 20-75% of cases, 20-60% of
antimal arial reconmendati ons were incorrect, and issues such as altitude sickness,
sunscreens and safe sex were infrequently discussed (Keystone, Disnukes and
Sawyer) .

This section contains a general discussion of issues to be considered in any
travel er. More detailed information on various topics can be found in the
references |isted above.

Beyond these general considerations, the occupational nedicine practitioner
may be called upon to assess the fitness of an individual for overseas work where
a nore extensive review of physical and psychol ogical factors would be required
Expatriates nmay be required to spend extended periods of tine in underdevel oped
areas where long-term public health issues need to be considered (Krieger and
Bal ge). Large scale mlitary undertakings can be expected to result in a variety
of biological and non-biol ogical exposures. For exanple, besides the expected
di sease risks, Desert Stormtroops were exposed to oil well fire snoke. In these
i nstances, the collaboration of preventive medicine and occupati onal health experts
woul d be ideal. Al t hough beyond the scope of this appendix, such issues are
"travel nedicine" in the | argest sense.

General Considerations

Review the trip. Consider location (rural, wurban), terrain, environnenta
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threats, length and purpose of stay. Wat is the expected quality of food, water,
accommodati ons and nedical services? Assess the risk of exposure to disease

vectors, animals and other health threats. Review the health status of the
traveler with respect to underlying illness, allergies, nedications and special
consi derations such as pregnancy. Plan far enough in advance to allow time for

education, imunizations and general preparation. Ensure that inmunizations and
nmedi cati ons are docunented in the traveler's health record.

Before | eaving. Provide necessary imrmuni zations. Advise traveler to begin
prophylaxis if necessary, update insurance, wills, letters of instruction, powers
of attorney and simlar docunents, establish points of contact (medical facilities,
enbassi es) at destination, assenble appropriate clothing, required nedications
first aid supplies, personal protection (sunscreen, insect repellent), hygiene
items, other necessities (spare eyeglasses and contact |enses) and health records.
The travel er must be prepared for culture shock.

While traveling. Injuries are the nbst common form of norbidity associated
with travel, and for American travelers, traffic accidents are the nost frequent
cause of death. The traveler nust know effective practices to prevent food, water,
and vector-borne illnesses. Stress precautions against HYV infection and other
sexual ly transmitted diseases (STDs). |If necessary, enploy strategies to noderate
notion sickness and jet |ag.

Upon return. Continue required malaria chenoprophyl axis. Dependi ng on
I ength of stay and perceived exposures, re-entry health evaluation and specific
testing (e.g., PPD) may be justified. |If illness occurs within a year of return,

ensure that the conplete travel history is related to the physician.
| muni zat i ons

Ceneral . I mmuni zati ons are recommended because of exposure risks antici pated
during travel or because they are required to enter certain countries. Evaluate
the travel er thoroughly regarding contraindications to
i mruni zation, including allergies (eggs, thinerosal), pregnancy (current or
i nt ended) and i nmunoconpet ency. Ascertain the general nedical condition as wel
as any nedi cation use.

Cholera. Currently, no country or territory requires chol era vaccination as
a condition for entry, although local authorities may require documentation of
vaccination. The current inactivated, parenteral vaccine has |ow efficacy. Food
and water precautions are the major preventive nmeasures.

Hepatitis A The primary immuni zation for adults consists of one dose with
a booster recommended six nonths later. Candidates for inmunization include those
likely to make repeated trips over an extended period to hepatitis endem c areas,
and those residing in endemic areas. |Inmune globulin is an acceptable alternative.

Hepatitis B. The inactivated virus vaccine is indicated for persons |iving
in an endem c area for nmore than six nonths, and those with a potential for sexua
exposure or contact with local blood products. The vaccine series requires siXx
months to conplete. |Inmmunization also protects against hepatitis D. There are no
vacci nes yet devel oped for the hepatitis C and E viruses.

Japanese Encephalitis (JE). JE is prevalent in areas where rice culture
(nmosquito breeding sites) and pig farmng (aninmal reservoir) coincide. Vacci -
nati on should only be considered for persons who plan to live in areas where JE is
endem c or epidemic, and for travelers whose activities include trips into rural
farm ng areas. Despite inmmunization status, personal protection should still be
vi gorously practiced.
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Meni ngococcal Di sease. Meni ngococcal vaccine is recomended for travel to
areas with epidem c neningococcal disease. Sub-saharan Africa, from Senegal to
Somalia is known as the neni ngococcal neningitis belt. Oher areas of risk include
Saudi Arabia, Kenya and Tanzania, Northern India, Nepal and sonme sub-Amazoni an
regi ons of South America. The quadrival ent polysaccharide vaccine is effective
agai nst serogroups A C, Y, and W135. It does not protect against serogroup B

Pl ague. Travelers to India and other plague endem c countries in Africa,
South America, and Asia are at low risk for infection. Use of insect repellents
and avoi dance of sick or dead animals are primary preventive measures. The
i nacti vated bacterial vaccine is of unproven efficacy and, for adults, prophylaxis
with tetracycline or doxycycline is preferred.

Rabi es. Rabies is enzootic throughout the developing world and should be
suspected in any animal bite, especially dogs. Pre-exposure prophylaxis with the
Human Di ploid Cell Vaccine (HDCV) is recomrended in endemic areas if there is an
occupational risk of exposure (hunters, forest rangers, taxidermsts, |aboratory
wor kers, stock breeders, slaughterhouse workers, veterinarians and spel unkers)
Adnmini stration of routine booster doses depends on the individual's exposure risk.
Post - exposure treatment requires thorough cleansing of all wounds with soap and
water, and administration of both Rabies Inmune dobulin (RIG and HDCV.
Anti-mal arial agents (chloroquine and nefloquine) can interfere with devel opnent
of active immunity follow ng intradernmal imunization, which is sonetinmes used as
a pre-exposure reginen.

Smal | pox. This di sease has been eradicated worl dwi de, so no vaccination is
required

Typhoi d. Al though the mpjority of cases of typhoid fever in the United
States occur anong international travelers, it is still relatively rare. The live
oral form (Ty2la vaccine) requires refrigeration. The initial series takes a week
to conplete and cannot be given concurrently wth oral polio vaccine or
antibiotics. It cannot be given to immunoconprom sed persons. It may interfere
wi th nmal ari a chenmoprophyl axis. The vaccine shoul d be considered in travelers going
to endem c areas for extended periods especially if going off the usual tourist
routes. It is contraindicated in pregnancy. The acellular vaccine is given as a
single IMinjection for individuals two years and ol der.

Yel | ow fever. Human yellow fever is transmitted only in Africa and South
Areri ca. Country specific vaccination requirenents are published in the "Health
Information for International Travel." An update of countries wth active

transm ssion of yellow fever (also cholera and plague) is found in the "Summary of
Heal th Information International Travel (the "blue sheet") printed bi-weekly by the
CDC. The yellow fever vaccine is an attenuated |ive virus vaccine grown in chick
enbryos. Boosters are required every ten years. The vaccine is contraindicated
i n i nmunoconpronm sed persons, those with a history of allergies to eggs and in
pregnancy.

Traveler's Diarrhea (TD)

Background. Traveler's Diarrhea usually refers to enteric illness acquired
when traveling from an industrialized to a non-industrialized area. I n general
TD wi || be experienced by approxinmately half of all travelers visiting devel opi ng
countries. Bacterial pathogens are the nobst significant cause, especially

enterotoxigenic E. coli (ETEC

Preventi on. Avoi dance of high-risk food and beverages is critical for
prevention of TD. The safest foods are those served at a tenperature too hot to
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eat at first. In high risk areas, foods nmaintained at room tenperature, mlk
(which may al so cause brucellosis if unpasteurized), tap water, and ice are all
itenms to be avoided. The decision to use chenoprophyl axis must be individualized
for each traveler. The sanme drugs are enployed as those used for therapy, but in
hal f the recommended dose. |In Mexico, trinmethoprimsulfanethoxazole (TMP-SMX) may
be used. In other high-risk parts of the world, fluoroquinolones are recomended
for adults. Bisnmuth subsalicylate is a second option.

Ther apy. Rehydration with fluids and electrolytes is the nmainstay of
t her apy. For nore significant disease, treatnent choices include bismuth
subsalicylate alone, an antiperistaltic alone or in conjunction wth an
antimcrobial. Wen travel is to Mexico in the rainy season, TMP-SMX is the drug

of choice. Antimcrobial therapy is not recommended for small children or pregnant
womnen.

Mal ari a

Personal Protection. Art hropod avoi dance and personal protective neasures
formthe first line of defense against malaria. The nost effective repellents for
topical use contain DEET (N, N-Diethyl-m toluamde). Cl othing and bednetting
i mpregnated with pernmethrin are effective in killing or repelling nosquitoes and
ot her arthropods.

Chenopr ophyl axi s and Enmergency Treatnent. Chenoprophylaxis is a msnomer in

that antimalarial drugs used during the period of exposure kill parasites in the
erythrocytic phase, thereby preventing acute infection, but do not prevent ongoing
hepat ocyte infection. It is therefore necessary to continue prophylaxis for a

period of weeks after |leaving the malarious area to eradicate parasites energing
from the hepatic stage. Primaquine is taken to eradicate latent P. vivax or P
ovale infection in liver cells. Three drugs are available in the United States to
prevent acute infection of erythrocytes: chloroquine, mefloquine and doxycycline
These are started before traveling in order to achieve adequate blood |evels and
to assess tolerance. They are continued during and after the exposure period for
the reasons discussed above. If primaquine is indicated in the post-exposure
period, the G6PD status nust be known since severe henmplysis nmay occur if used in
persons deficient in this enzyne.

For a traveler visiting areas where nedical attention is not readily
avail abl e, Fansidar (pyrimethani ne/sul fadoxine) may be supplied for emergency
treatnent in the event of a febrile illness. Because of conplex issues involving
mal ari a preval ence, species predon nance and drug resistance, access to sources of
current know edge is essential for proper reconmendations.

Tubercul osi s

Transni ssion of tuberculosis usually requires prolonged, close contact with
an active case, and the risk to nost travelers is therefore very |low. However, for
persons residing for nore than a few days in devel oping countries, especially in
areas of high AIDS preval ence, a pre-departure determnation of PPD status is
i ndi cat ed. Since a reactive tuberculin skin test may take several weeks after
i nfection to becone positive, followup testing should be del ayed for three nonths
after return.

Lei shmani asi s

Lei shmaniasis is a parasitic disease found in tropical and sub-tropical areas
of the world. It is transmtted by the bite of phlebotom ne sandflies.
Mani festation of the disease may take nonths, or in the case of viscera
| ei shmani asi s, even years to devel op. No vaccines are currently avail able. As
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with malaria, outdoor activity should be avoided when biting is npst active (dusk
to dawn). Preventive nmeasures are also simlar (clothing, DEET, permethrin) except
that the smaller size of the sandfly requires finer-mesh bednetting.

Schi st osoni asi s

Schi stosomasis is spread by contact with fresh water containing |arvae
(cercariae) released by infected snails. Effective treatnment is available. Since
there is no way to determne if water is contam nated, bathing in fresh water
shoul d be avoided in all endem c areas. If accidental contact occurs, vigorous
towel ing of the skin should be done inmediately to reduce cercarial penetration.
Swinmng in chlorinated pools is safe, as is bathing in water allowed to stand for
3 days.

Dengue

Dengue fever is a viral disease transmitted by urban Aedes nobsquitoes. The
nost common vector is Aedes aegypti (also the vector of urban yellow fever) an
i ndoor breeder and daytinme biter. There are four dengue viruses which do not
cross-react. The disease is usually self-linmted, and treatnment is synptomatic.
Dengue henorrhagi c fever (DHF) presents with the same synptons as dengue fever but
progresses to henorrhage and hypovol em ¢ shock. The risk to travelers is small
but in endem c areas precautions agai nst nosquito bites should be taken.

Sunburn and Heat

The prevention of penetrating UV rays is essential in mnimzing the effects
on skin and eyesight. UVB radiation is responsible for tanning and burning skin.
Drugs such as tetracyclines and sul fonam des can provoke a UVA phototoxic reaction
resenbl i ng an exaggerated sunburn. Sun screens with a Sun Protection Factor (SPF)
of 15 or greater should be used before sun exposure. Long-sleeved shirts, trousers
and hats will also decrease UV penetration. Heat cranps, heat exhaustion and heat
stroke are other potential hazards.

Sexually Transnitted D seases

The nobst common STDs, gonorrhea, syphilis, Chlanydia and herpes are found
wor | dwi de. Ot hers, such as chancroid and | ynphogranul ona venereum are nobst often

encountered in devel oping countries. In some areas of Africa, HV infection in
prostitutes exceeds 50% While abstinence is the only sure prevention, the
potential for sexual encounters needs to be realistically addressed. Gui dance

i ncludes the use of |atex condons, spermcides and avoi dance of high-risk practices
such as anal intercourse. Hepatitis B vaccination may be indicated if travel is
prol onged and sexual contact is anticipated

Mdtion Sickness

The synptons of notion sickness can be reduced by keeping the head
stationary, watching the horizon and sitting in the nost stable part of the
vehicle. Medication to prevent notion sickness needs to be started before travel.
The effects of scopolamne patches (Transderm Scop) may extend beyond the
pharmacologic life of the patch. Their wuse is contraindicated in certain
condi tions.

Jet Lag
The is no apparent difference in the frequency or severity of synptons

(fatigue, insomia, asynchrony in appetite and bowel function) going east or west
if four or nore tinme zones are crossed. For shorter trips going in the direction
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of the sun (east to west) may produce fewer synptonms. Avoiding excessive sitting
food and drink (except water which should be forced) is inportant. Sl eepi ng ai ds
for flights greater than six hours nmay be hel pful but the combination of triazolam
(Hal ci on) and al cohol may produce retrograde ammesia. Sleeping aids are probably
nore useful after arrival. The traveler should assune |ocal sleeping and eating
schedul es on the day after arrival and an acclimatization period of 1-2 days should
be all owed at the destination before conducting business or further travel.
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Altitude Sickness

Traveling in high altitudes (>8000 feet) nmay lead to a conti nuum of diseases
beginning with acute nountain sickness (AMS) and continuing to high altitude
pul ronary or cerebral edena. I ndi vidual susceptibility is highly variable.
Travel ers who are at greatest risk are those who ascend rapidly to tourist sites
in the Andes and H nmal ayas. dinbers should spend a few days at 5000- 7000 feet and
then gradually ascend. Acet azol am de (Dianpbx) can hasten the process of
acclimatization to high altitudes. The recomended dosage to prevent acute
mount ai n sickness is 250 ng every 8-12 hours. The medi cation should be started
24-48 hours before ascent and continued during the clinb. It may cause tingling
in fingers and toes.

| ndi vi dual Travel |ssues

Pre-existing Illness. Persons with severe pul nonary di sease shoul d consi der
traveling by neans other than flying which can make synptons worse because of the
reduction in avail abl e oxygen, low hum dity, and secondary snoke. Cardiac patients
should not fly if there is a history of recent nyocardial infarction, unstable

angina or uncontrolled congestive heart failure or arrhythm as. If flying is
undert aken, supplenental oxygen should be ordered from the airline 2-3 days in
advance. Al required nedications should be on board, not packed with checked
| uggage. Cardiac patients should also have a copy of a recent EKG Changes in
time zones and daily schedules wll affect everyone taking nedications. For
di abetics, one option is to maintain the usual insulin schedule until departure

snack frequently while traveling and nonitor glucose every 6 hours, between neals
and/or 2 hours after neals. Smal | er doses of regular insulin can be used until
arrival at the destination when the usual schedule may be resuned.

Pr egnancy. The nornmal anatomic and physical changes of pregnancy expose
women to various risks during travel. Since travel is associated with prol onged
sitting, pregnant wonen should wal k and stretch frequently to avoid the propensity
for deep venous thronbosis. Air travel exposes women to pressures equivalent to
6000- 8000 feet above sea level. The associated drop in arterial blood PO2 may pose
a risk to the fetus if the nother is anemic. Oher problens include a reduction
in placental blood flow if dehydration associated with low cabin humdity is not
countered. | muni zations should be avoi ded, especially during the first trinmester.
Live viruses are contraindi cated except when the risk of infection is unavoi dable.
Passive imunization wth inmunoglobulins is an acceptable alternative
I nactivated vaccines and toxoids are safe. Pregnant wonmen are advised not to
travel to mal arious areas.
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Tipsand Trapsfor Vaccinesfor International Travel

I Infantsand children traveling outside of the United States should be current on their
routine childhood immunizations, and may need additional vaccines depending on their
itinerary.

I Adults>18 years of age traveling outside the United States should be current on their
tetanus-diphtheria vaccine (primary series and booster every 10 years). They may also
need 1 or 2 doses of measles-mumps-rubella(MMR) vaccine (if born after 1956),
influenza and pneumococcal vaccines (if >65 years of age or with certain underlying
medical conditions), and may need additional vaccines depending on their itineraries.

I By International Health Regulation, only yellow fever vaccine may be required for a
traveler to be allowed to enter a country. No country or territory currently requires cholera
vaccination as a condition for entry. However, some local health authorities may require
evidence of cholera vaccination.

I Visarequirements may differ from entry requirements, and may include tests, such as
tuberculin skin testing and serologic testing for human immunodeficiency virus.

I Alwayslist thetraveler'sitinerary in the order in which the countries will be visited.
Some countries require yellow fever vaccine only if the traveler is arriving from an area
infected with yellow fever.

I Always check both the yellow section of Health Information for International Travel and the
biweekly Summary of Health Information for Internal Travel (also known as the Blue Sheet)
for alisting of vaccination requirements and current areas infected with yellow fever.

I Only vaccine doses verified by written documentation should be counted. If vaccine
doses are not documented, the person should be assumed to be unvaccinated.

I All vaccines may be administered simultaneously, except cholera and yellow fever,
which should be separated by at least 4 weeks.

I It is not necessary to restart the series of any vaccine due to extended intervals
between doses. However, vaccine doses spaced too close together may produce less
than optimal protection. Consult Table 10 of the General Recommendations on
Immunization (1994) to determine the minimum intervals between doses of a multi-dose
vaccine.

I If live virus vaccines are not administered on the same day, they should be separated
by 4 weeks. An exception to thisruleis oral polio vaccine (OPV) which may be
administered at any time before or after other live virus vaccines, including Ty21 aoral
typhoid vaccine.

I Livevirusvaccines require 2-3 weeks to produce an adequate immune response.

I MMR and varicella vaccines given prior to the first birthday should not be counted. The
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child should be revaccinated at 12-15 months of age.

I Measesmumps-rubella (MM R) vaccine may reduce the response to PPD, so may lead
to afalse negative tuberculin skin test (TST). MMR may be given before, or on the same
day asaTST. If aMMR has been applied, TST should be delayed for at least 4 weeks.

I In generd, live virus vaccines are contraindicated in pregnant women. Under some
circumstances, yellow fever and oral polio vaccines may be considered. Inactivated
vaccines may be administered to Pregnant women.

I Immune globulin (IG) may inactivate live measles-mumps-rubella(MMR) and varicella
vaccines. These vaccines must be given at least 2 weeks before 1G is administered, and
delayed at least 3 months after 1G is administered.

I Adults who have documentation of a prior complete series of polio vaccine need only a
single booster dose after age 18 years. It is not necessary to give additional polio vaccine
for subsequent travel. Adults >18 years of age who cannot document a complete series of
polio vaccine as a child should be given a primary series of 3 doses of inactivated polio
vaccine (IPV).

I The adult booster dose of polio vaccine should be the same type of vaccine (inactivated or
live oral) the person received for the primary series.

I Oral (Ty21a) typhoid vaccineisinhibited by various antibiotics and by mefloquine (for
malaria prophylaxis). Vaccination with Ty21 a should be delayed for at least 24 hours

after administration of these drugs.

I Hepatitis A vaccinerequires 4 weeks to produce an adequate immune response. |f
travel will begin in less than 4 weeks, traveler should be given IG in addition to hepatitis A
vaccine.

I Whole cell pertussisvaccineis not recommended for persons >7 years of age.

I Chloroquine (for malaria prophylaxis) may reduce the response to human diploid cell
rabies vaccine when the vaccine is administered intradermally.

Source: CDC. Hedlth /information for International Travel 1995; CDC. Genera/lRecommendaVons on
Immunization. Recommendations of the Advisory Committee on Immunization Practices (ACIP). 1994.

CDC
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APPENDI X F
OCCUPATI ONAL HEALTH REFERENCES AND RESOURCES
A. Bl BLI OGRAPHY
1. Ceneral References - Federal Publications

Code of Federal Regulations (CFR) Labor Parts 1900-1910. Washington, DC. Ofice of the
Federal Register. National Archives and Records Admi nistration.

Code of Federal Regulations Labor Part 1910. Wshington, DC. Ofice of the Federal
Regi ster. National Archives and Records Adm nistration.

2. Ceneral References - Departnment of the Navy Publications

OPNAVI NST 5100. 23 series. Navy Cccupational Safety and Heal th Program Manual .

OPNAVI NST 5100. 19 series. Navy COccupational Safety and Heal th (NAVOSH) Program Manual
for Forces Afloat.

(Volume 1 - NAVOSH and Maj or Hazard-specific Prograns; Volune 2 - Surface Ship Safety
St andards; Volume 3 - Submari ne Safety Standards)

NEHC6260 TMB6-1. Medical Surveillance Procedures Manual and Medical Matrix (Edition 5).
(Contai ns exam nation el enents and frequency of exam nations)

NAVVEDCOM NST 6230. 3, | muni zati ons and Chenoprophyl axis, 7 Qct 88.

3. GCeneral References - Nongovernnent publications

Ameri can Associ ation of COccupational Health Nurses. St andards of Occupational Health
Nursing Practice. Atlanta, GA: AAOHN Publications; 1994.

Ameri can Medical Association. Guides to the Evaluation of Permanent |npairnment. 4th
ed. Chicago, IL: American Medical Association; 1993.

Amdour MO, Doull J, Klaassen CD, ed. Casarett and Doull's Toxicol ogy The Basic Science
of Poisons. 4th ed. New York, NY: MGawH Il; 1991.

Brown M., Little M Qccupational Health Nursing. New York: Springer Publishing Conpany,
1981.

El | enhorn M), Barceloux DG Medi cal Toxi col ogy: Diagnosis and Treatnent of Human
Poi soni ng. New York, NY: Elsevier Science Publishers; 1988.

Hat haway GJ, Proctor NH, Hughes JP, Fischman M.. Proctor and Hughes' Chenical Hazards
of the Workplace. 3rd ed. Florence, KY: Van Nostrand Rei nhold Co; 1991.

Harrison, B.M Essentials of Cccupational Health Nursing. Oxford: Blackwell Scientific
Publ i cations; 1984.

McCunney, RJ, ed. A Practical Approach to Qccupational and Environmental Medicine. 2nd
ed. Boston, MA: Little, Brown and Co; 1994.

Rogers B. Cccupational Health Nursing Concepts and Practice. Philadel phia, PA WB.
Saunders Co; 1994.
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Rogers B, Mastroianni K, Randol ph SA Cccupational Health Nursing Guidelines for
Primary Clinical Conditions. Boston, MA: OEM Press; 1992

Rom WN., Environnental and Cccupational Medicine. 2nd ed. Boston, MA: Little, Brown
and Co Inc; 1992.

Sul livan JJ, Kreeger GR ed. Hazardous Materials and Toxicol ogy. Bal ti nore, MD:
WIlliams and W1 kins; 1992.

Zenz, C., Qccupational Medicine Principles and Practical Applications. St Louis, MO
Mosby; 1994.

4. References for Specific Medical Surveillance Prograns
a. Asbestos
29 CFR 1910.1001. Asbestos (As Amended).
OPNAVI NST 5100. 23 series. Chapter 17, Asbestos.
OPNAVI NST 5100. 19 series. Chapter Bl, Asbestos Control Program

SECNAVI NST 5212.10 A.  Mandatory Retention of Insul ation/Asbestos Rel ated Records.
15 Sep 86.

I nternational Labour Ofice. GQuidelines for the Use of |ILO Internationa
O assification of Radi ographs of Pneunpbconi oses. CCccupational Safety and Health Series,
No. 22 (revised). Geneva: International Labour O fice, 1980.
b. Cadmi um

29 CFR 1910.1027. Cadmium standard for General Industry.

29 CFR 1926.63. Cadmi um standard for Construction Wrk.

29 CFR 1910, 1915 and 1926. Cccupati onal Exposure to Cadmi um Federal Register.
Vol .57, No. 178. Sept 14, 1992.

(Provides information concerning adverse health effects from cadm um exposure and the
reasons for decisions nmade regarding the requirenents of the standard).

cC. For mal dehyde
29 CFR 1910. 1048. For nal dehyde.

d. Hearing Conservation

29 CFR 1910.95. Cccupational Noi se Exposure.
DODI NST 6055. 12. Hearing Conservation Program 22 Apr 96.

NAVMEDCOM NST 6260.5, Occupational Noise Control and Hearing Conservation. 26
April 84.

OPNAVI NST 5100.23 series. Navy Cccupational Safety and Health Program Mnual
Chapter 18, Hearing Conservation and Noi se Abatenment.

OPNAVI NST 5100. 19 seri es. Navy Cccupational Safety and Health (NAVOSH) Program
Manual for Forces Afloat. Volunme |, chapter B4, Hearing Conservation Program
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Heari ng conservation forns:
DD 2215, Reference Audiogram S/ N 0102-LF-002-2151
DD 2216, Hearing Conservation Data, S/ N 0102-LF-002- 2161
DD 2217, Biological Audionetric Calibration, S/ N 0102-LF-002-2170

e. Lead

BUMEDI NST 6200. 14, Pedi atric Lead Poi soning Prevention Program 6 Jul 94.
29 CFR 1910. 1025, Lead (As Amrended).

OPNAVI NST 5100. 23 series. Chapter 21, Lead.

OPNAVI NST 5100. 19 series. Chapter B10, Lead Control Program

f. Manmade Vitreous Fibers

NEHC- TM 91-1. Manmade Vitreous Fibers.
(Contains discussion on toxicity of manmade vitreous fibers)

g. Mercury

NAVMEDCOM NST 6260. 3. Mercury Control Program for Dental Treatnment Facilities.
30 Mar 90.
(Addresses handling, decontam nation, and disposal. Biological nonitoring and routine
nmedi cal surveillance are not required, but nay be prescribed when
ci rcunst ances warrant)

h. Methyl enedianiline

29 CFR 1910.1050. Methyl enedi aniline.

i. O.ganophosphate Pesticides

OPNAVI NST 6250. 4A. Pest Managenent Progranms. 28 Nov 90.
(Contains nedical surveillance program for workers exposed to organophosphate and
carbamat e pesti ci des)

j. PCBs, PCDFs and PCDDs

NEHC- TMBO- 2. Pol ychl ori nated Bi phenyls (PCBs), Polychlorinated D benzo- furans
(PCDFs) and Pol ychl ori nated Di oxi ns ( PCDDs).
(Contains discussions on toxicity, first aid and enmergency procedures)
k. Radiation

BUMEDI NST 6470.19. Laser Safety for Medical Facilities. 24 Aug 90.

DODI NST 6055.11. Protection of DOD Personnel from Exposure to Radiofrequency
Radi ati on and Mlitary Exenpt Lasers. 21 Feb 95.

NAVMED P-5055, Radiation Health Protection Manual. 1992.
(Describes nedical exam nations and radiation protection standards for occupational
exposures including exposures of pregnant workers)

NAVMEDCOM NST 1500.5. Radiation Health Training for Designated Medical Departnent
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Personnel. 25 Mar 85.

NAVMEDCOM NST 6470. 10. Initial Mnagenent of Irradiated or Radiologically
Cont am nated Personnel. 19 Jul 71.

OPNAVI NST 5100. 23 series. Chapter 22. Non-ionizing Radiation.
OPNAVI NST 5100.19 series. Volune |, chapter B9. Radiation Protection Program
OPNAVI NST 6470. 2A. Cccupational Radiation Protection Program 9 Apr 86.

5. References for Job Certification Exam nations

a. Sight Conservation

OPNAVI NST 5100. 23 series. Chapter 19. Sight Conservation.
OPNAVI NST 5100. 19 series. Chapter B5. Sight Conservation Program

b. Conpetence For Duty

BUVEDI NST 6120. 20B. Conpet ence for Duty Exam nations, Evaluations of Sobriety, and
O her Bodily Views and Intrusions Perforned by Medical Personnel.
28 Sep 81.
c. Aviation

NAVMED P-117. Manual of the Medical Departnent, Chapter 15.

d. Chenical Holding Tank Sewage Wrkers

BUMEDI NST 6230. 15. I muni zati ons and Chenoprophyl axis. 1 Nov 95.
NAVMED P-5010. Manual of Naval Preventive Medicine, Chapter 7.

e. Day Care Center Wrkers

BUMEDI NST 6230. 15. I mmuni zati ons and Chenoprophyl axis. 1 Nov 95.
OPNAVI NST 1700.9B. Child Devel opnent Prograns. 27 Cct 94.

f. Crane Qperators

NAVFAC P- 306, Chapter 1.

g. Diver/Hyperbaric Wrkers

NAVMED P-117. Manual of the Medical Departnent, Chapter 15.

h. Expl osi ve Ordnance Handl ers/Drivers

49 CFR Parts 391.41 through 391.49. Physical Qualifications for Drivers.
NAVSEA OP- 2239.

NAVMED P-117. WManual of the Medical Departnent, Chapter 15.
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i. Firefighters
DODI NST 6055.6. DoD Fire and Emergency Services Program 15 Dec 94.
Qualification Standards Handbook for General Schedul e Positions.

j. FEirefighter Instructors

NAVMED P-117. Manual of the Medical Departnent, Chapter 15.

k. Forklift Operators

NAVFAC P- 306, Chapter 1.

Hazardous Material Spill Response Team

29 CFR 1910. 120, Hazardous Waste QOperations and Emergency Response.

m Mdtor Vehicle Operators

49 CFR 391. 41-49.
(Drivers covered by the Departnment of Transportation)

Federal Personnel Mnual, Chapter 930, Appendix A
(Drivers not covered by the Departnent of Transportation)

n. Naval Crininal Investigative Service

Naval Crimnal Investigative Service Manual for Adm nistration.

0. Respiratory Protection

29 CFR 1910. 134, Respiratory Protection.
OPNAVI NST 5100. 23 series. Chapter 15, Respiratory Protection.
OPNAVI NST 5100. 19 series. Chapter B6, Respiratory Protection Program

American National Standards Institute (ANSI) Standard Z88. 6-1984. Arer i can
Nati onal Standard for Respiratory Protection - Respirator Use -Physical Qualifications
for Personnel.
(Contains guidelines for frequency and content of exam nation)

Anmerican National Standards Institute (ANSI) Standard Z88.2-1992. Arer i can
Nat i onal Standard for Respiratory Protection.
(Contains respirator program requirements, selection of respirators, respirator fit
tests)

p. Security/Guard

Qualification Standards Handbook for General Schedul e Positions.

g. Submarine Duty

NAVMED P- 117, Manual OF the Medical Departnment. Chapter 15.

SECNAVI NST 6420. 1D, Physical Requirenments for Non-subrmarine Personnel Enbarked in
Submari nes.
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6. References for O her Occupational Health Subjects

a. Bl oodborne Pathogens

29 CFR 1910.1030. Cccupational Exposure to Bl oodborne Pat hogens.
OPNAVI NST 5100. 23 series. Chapter 28, Bl oodborne Pat hogens.

OSHA Directorate of Conpliance Progranms, Occupational Exposure to Bl oodborne
Pat hogens. Cccupati onal Exposure to Bl oodborne Pathogens Interpretive Qips (1Q®).
January 1994.
(Provides current interpretations concerning 29 CFR 1910.1030 abstracted from OSHA
National O fice letters and nenps)

Garner JS. @uideline for Isolation Precautions in Hospitals. Infect Control Hosp
Epi dem ol . 1996; 17: 53- 80.
(Special report from Centers for Disease Control and Prevention, and the Hospital
I nfection Control Practices Advisory Conmittee)

b. Health Pronotion

BUMEDI NST 6100. 13. Naval Medi cal Departnent Health Pronotion Program
6 Jan 92.

Department of Defense Directive. Health Pronmotion. 11 Mar 86.
OPNAVI NST 6100. 2. Health Pronotion Program 25 Feb 92.
OCPM NST 12792.4. Enployee Health Pronotion and Wellness Program 14 Feb 92.

O Donnell MP, Ainsworth TE. Heal t h Promotion in the Wrkpl ace. Al bany,
NY: Del mar Publ i shers, 1992.

Pender, Nola J. Health Pronotion in Nursing Practice, 2nd ed. E. Norwal k, CT:
Appl eton and Lang, 1987. |SBN: 0-838536742.

cC. Heat and Cold Stress

OPNAVI NST 5100. 19 series, Volume |, Chapter B2. Heat Stress Program
NEHC- TMB2-6. Prevention and Treatment of Heat and Cold Stress Injuries.

d. Repr oductive Hazards

BUMEDI NST 6200. 15. Suspension of Diving Duty during Pregnancy. 24 Jun 94.

NEHC- TMD2- 2. Reproductive Hazards in the Wrkplace: A Guide for GCccupational
Heal t h Prof essional s.
(I'ncludes lists of occupational reproductive chenical and biological hazards, and a
di scussion of occupational physical reproductive hazards. The revised edition is
schedul ed for publication |ate 1996).

OPNAVI NST 5100. 23 series. Chapter 29, Cccupational Reproductive Hazards.

OPNAVI NST 6000. 1A. Managenent of Pregnant Servi cewonmen. 21 Feb 89.
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e. Snoking

DODI NST 1010. 15. Snoke- Free Wrkpl ace, 7 March 94,

OPNAVI NST 5100. 23 series. Chapter 30, Indoor Air Quality Managenent.
f. Tuberculosis

Centers for Disease Control and Prevention. Guidelines for preventing the
transm ssion of Mycobacterium Tuberculosis in health-Care Facilities, 1994. MWR
1994; 43(No. RR-13):1-132.

Centers for Disease Control and Prevention. Essential Conponents of a tuberculosis
prevention and control program and Screening for tuberculosis and tuberculosis
infection in high risk populations: recomrendations of the Advisory Council for the
El i m nati on of Tubercul osis. MWR 1995; 44(No. RR-11):1-34.

NAVVEDCOM NST 6224. 1., Tubercul osis Control Program 8 Feb 93.

Garner JS. @uideline for Isolation Precautions in Hospitals. Infect Control Hosp
Epi dem ol . 1996; 17: 53- 80.
(Special report from Centers for Disease Control and Prevention, and the Hospital
I nfection Control Practices Advisory Conmittee)

B. OCCUPATI ONAL HEALTH AND SAFETY AGENCI ES

Centers for Disease Control Prevention (CDC)
1600 Cifton Road, NE
Atl anta, GA 30333

CDC is charged with protecting the health of the population and responding to
public health emergencies. It adm nisters national prograns for the prevention and
control of conmunicabl e di seases and col |l ects, anal yzes, and di sseni nates national data
on health status and health services.

Agency for Toxic Substances and Di sease Registry (ATSDR)
1600 Cifton Road, NE
Atl anta, GA 30333

ATSDR is a U S. Public Health Service agency created under the Conprehensive

Envi ronnental Response and Conpensation Act of 1980 (also known as Superfund). Its
mssion is to prevent exposure and adverse human health effects and di mnished quality
of life associated with exposure to hazardous substances from waste sites, unplanned

rel eases and ot her sources of environnental pollution.

The Division of Toxicology, (404) 639-6300, publishes "Fact sheets on hazardous
subst ances"” and "Toxi col ogi cal profiles”. The Division of Health Education, (404) 639-
6205, publishes "Public health statenment notebooks" which contain the public health
statenments on 80 hazardous substances.

Envi ronnental Protection Agency (EPA)
401 M Street, SW
Washi ngt on, DC 20460

EPA was mandated by the 1974 Safe Drinking Water Act to establish water standards
and ensure their enforcement. The EPA is responsible for assessnent and control of air
and water pollution, solid waste managenment, pesticides, radiation, noise, toxic
subst ances, and ot her environnental problens.
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Nat i onal Cancer Institute (NCl)

National Institutes of Health

Public Health Service

U. S. Departnent of Health and Human Services
Bet hesda, MD 20205

NCl publishes/distributes the annotated bibliography Cancer Information in the
Wor kpl ace and free educational materials. NC supports research related to occupati onal
cancer hazards and applied prevention prograns to mninize potential hazards for
wor ker s.

National Institute of Environmental Health Sciences (N EHS)
Nati onal Institutes of Health

Public Health Service

U. S. Departnent of Health and Human Services ,

P. O Box 12233

Research Triangle Park, NC 17709

NI EHS is the principal federal agency responsible for research on the effects of
chem cal, physical, and bi ol ogi cal environnmental agents on human health and wel |l - bei ng.

National Institute for Occupational Safety and Health (N OSH)
4676 Col unmbi a Par kway
Ci ncinnati OH 45226

Nl OSH represents the research arm of the QOccupational Safety and Health Act of
1970. Based in the Public Health Service (under DHHS), NI OSH responsibilities include
research on occupational safety and health problens as well as on psychol ogical factors
as they relate to occupational safety and health; training occupational safety and
health professionals; hazard evaluation and toxicity determnations; work force
devel opnent and training; and industry-wi de studies on chronic or |owlevel exposures
to hazardous substances. The NI OSH Publications Catalog lists all N OSH publications,
including criteria docunents, manuals, reports, health hazard eval uations, and others.

Cccupational Safety and Health Admi nistration (OSHA)
U. S. Departnent of Labor

200 Constitution Avenue, NW

Washi ngt on, DC 20210

OSHA is the federal agency responsible for the regulatory functions of the
Cccupational Safety and Health Act of 1970. OSHA responsibilities include devel opnent
and updating of mandatory occupational safety and health standards; enforcing
regul ati ons and standards; requiring enployers to keep accurate records on work rel ated
injuries, illnesses, and hazardous exposures; collecting and nmintaining occupational
safety and health statistics in conjunction with N OSH, and supervising enpl oyer and
wor ker education and training to identify and prevent unsafe or wunhealthy working
conditions (in conjunction with N OSH).

OSHA Publications and Audiovisual Programs, OSHA 219, provides an overview of
publications on OSHA standards-related topics. Free copies my be obtained from
t el ephone (202) 219-4667, or the nearest OSHA regional or area office.

C. COWUTERI ZED DATABASES

The Centers for Disease Control and Prevention (CDC) publishes a docunment |isting
publicly avail abl e sources of computerized information on environnental
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health and toxicology. This nay be obtained fromthe Informati on Resources Managenent
G oup, tel ephone 404-488-7215.

Cccupational Safety and Health (OSHA) CD-ROM discs contain the text of all GOSHA
standards. Subscribers receive quarterly updates. Subscriptions nay be
ordered fromthe Government Printing Ofice, telephone 202-783-3238.

Nati onal Institute for Qccupational Center and Health Technical Information Center
(NI CSHTI C) Dat abase covers toxicol ogy, epidemology, industrial hygiene practices and
ot her areas of occupational health and safety. This file is updated quarterly and is
avai l abl e on-line (DI ALOG tel ephone 1-800-334-2654) and on CD-ROM (Silver Platter OSH
ROM tel ephone 1-800-343-0064).

REPROTOX provides sunmmaries of articles on the reproductive effects of hundreds
of chem cal substances. Use of the database (online) is included with nmenbership in the
Reproductive Toxicol ogy Center, tel ephone 202-293-5137.

The National Library of Medicine (NLM includes the follow ng databases:

1. MEDLINE includes citations from bi onedi cal journals published in the U S. and
abr oad.

2. RTECS (Registry of Toxic Effects of Chem cal Substances) is the NLM online
version of the NI OSH annual conpilation of substances with toxic activity.

3. TOXLI NE (Toxicology Information Online) covers toxicological, pharnaco-
| ogi cal, biochem cal and physiol ogi cal effects of chem cals.

4. TOXNET (Toxicology Data Network) is a conputerized system of toxicology
ori ented dat abanks managed by the NLM

The foll owi ng dat abases are available on STN (Scientific and Techni cal information
Net wor k) which is produced by Chem cal Abstracts Service.

1. BIOSIS (Biological Abstracts) covers original research reports and revi ews of
broad topical interests, such as toxicology and pathol ogy.

2. CA (Chemical Abstracts) covers all areas of chemstry and chem cal
engi neering.

3. CHEMLI ST (Regulated Chemicals Listing file) contains information about
chem cal substances listed on the EPATSCA (Environmental Protection Agency Toxic
Subst ances Control Act) Inventory or those subject to regulations under the Toxic
Substances Control Act or simlar |egislation.

4. CSNB (Chemical Safety News Base) provides access to chemical information
related to fire, explosions, transport, toxic substances, studies on |aboratory ani mals,
waste renoval, and other subjects related to health and safety.

D. TELEPHONE SERVI CES

Centers for Disease Control and Prevention (CDC) (404) 332-4555. The CDC Voi ce
Information System is an automated tel ephone service that provides information about
public health topics. This includes an overview of each topic, synptons, prevention
nmet hods, inmuni zation requirenents if any, and an option for transfer to a public health
pr of essi onal during busi ness hours.

CHEMITREC (1-800) 424-9300. This is operated by the Chem cal Mnufacturers'
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Association. Call this hotline if a chem cal spill has occurred. The information wll
be relayed to the manufacturers who can then deternmine the contents of the spilled
cont ai ner and suggest appropriate action for containnent.

Nati onal Institute for Occupational Safety and Health (N OSH) (1-800) 35-N CSH.
Thi s provides technical assistance on workpl ace hazards.

OSHA Techni cal Support Services (202) 523-7031. This provides rapid technical

support, as well as the phone nunbers of regional technical support offices for
addi ti onal assi stance.

Poi son Control Centers. Each state or region has its own 24-hour poison contro
center hotline which provides expert energency nedical information and referrals. The

nunmber may be found in the tel ephone directory, or by calling 911, or (1-555-1212) and
asking for the local Poison Control Center.
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APPENDI X G
DEFI NI TI ON OF TERMS
Ref er ences
20 CFR Part 10. Federal Enpl oyees' Conpensation Act.

20 CFR Part 701. Longshorenen's and Harbor Wbrkers' Conpensation Act and Rel ated
St at ut es.

Definition of Terns

Benefits or Conpensation (FECA) neans the noney paid or payable under the Act to the
enpl oyee on account of |oss of wages or |oss of wage-earning capacity, and to enunerated
survivors on account of the enployee's death, and includes any other benefits paid for
from the Enployee's Conpensation fund such as schedul ed conpensation under 5 U S. C
8107, medical diagnostic and treatnent services supplied pursuant to the Act and this
part, vocational rehabilitation services, additional noney for services of an attendant
or for vocational rehabilitation under 5 U S.C. 8111, and funeral expenses under 5
U. S.C. 8134, but does not include continuation of pay as provided by 5 U.S.C. 8118.

Conti nuati on of Pay (COP) (FECA) neans continuation of an enployee's regular salary for
up to 45 cal endar days of wage | oss due to disability and/or nedical treatnent follow ng
a traumatic injury. The intent of this provision is to elinmnate interruption of the
enpl oyee's income while the Departnment of Labor's Ofice of W rkers' Conpensation
Program (OACP) is processing the claim COP is not considered conpensation and is
therefore subject to deductions for incone tax, retirement, etc.

Controvert (FECA) neans to dispute, challenge, or deny the validity of a claim for
wor kers' conpensation and/or claimfor COP. Unless the enploying agency controverts the
claimfor one of the reasons listed below, the enployee is entitled to COP for up to 45
cal endar days of disability. The enpl oyi ng agency nust continue the enployee's pay
unl ess the controversion is based on one of the nine reasons listed on the back of the
Feder al Enpl oyee's Notice of Traumatic Injury and Caim for Continuation of
Pay/ Conpensati on (Form CA-1).

Disability (FECA) neans incapacity because of injury to earn the wages which the
enpl oyee was receiving at the time of injury in the sane or any other enploynment; but
such term shall nean permanent inpairment, determined (to the extent covered thereby)
under the guides to the evaluation of permanent inpairment pronul gated and nodified from
time to time by the Anmerican Medical Association, in the case of an individual whose
claimis described in section 910(d)(2) of this title (33 U.S.C.).

| mpai rment (FECA) neans any anatomic or functional abnormality or |oss. A per manent
i rpai rment is any such abnormality or |oss after maxi mum nedical inprovenent has been
achi eved.

Injury (FECA) means wound or condition of the body induced by accident or traumm, and

i ncludes a disease or illness proximtely caused by the enploynent for which benefits
are provided under the Act. The term "injury" includes damage to or destruction of
medi cal braces, artificial linbs, and other prosthetic devices which shall be replaced

or repaired; except that eyeglasses and hearing aids shall not be replaced, repaired
or otherwi se conpensated for, unless the damage or destruction is incident to a persona
injury requiring nmedical services.

Injury (LHWCA) neans accidental injury or death arising out of and in the course of
enpl oynent, and such occupati onal disease or infection as arises naturally out of such
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enpl oynment or as naturally or unavoidably results from such an acci dent al
injury and includes an injury caused by the willful act of a third person directed
agai nst an enpl oyee because of his enpl oynment.

Cccupational disease or illness (FECA) neans a condition produced in the work
envi ronment over a period |longer than a single workday or shift by such factors as
system c infection; continued or repeated stress or strain; or exposure to hazardous
el ements such as, but not limted to, toxins, poisons, fumes, noise, particulates, or
radi ation, or other continued or repeated conditions or factors of the work environment.

The term physician (FECA) includes surgeons, podi atrists, dentists, clinical
psychol ogi sts, optonetrists, osteopathic practitioners, and chiropractors wthin the
scope of their practice as defined by State |aw Under FECA, the services of
chiropractors may be reinbursed only for treatment consisting of manual subluxation as
denonstrated by X-ray to exist. The term "subluxation" is defined as an inconplete
di sl ocation, off-centering, msalignment, fixation or abnormal spacing of the vertebrae
anatom cal Iy which nust be denonstrable on any X-ray filmto individuals trained in the
readi ng of X-rays.

Tenporary aggravati on (FECA) nmeans that factors of enploynent have directly caused an
underlying or pre-existing condition, disease or illness to be nore severe for a
definite limted period of tine and thereafter | eaves no greater inpairnment than existed
prior to the enploynment injury.

Traumatic injury (FECA) neans a wound or other condition of the body caused by external
force, including stress or strain, which is identifiable as to time and place of
occurrence and nenber or function of the body affected. The injury nust be caused by
a specific event or incident or series of events or incidents within a single work day
or workshift.
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SAMPLE PROTOCCL FOR | NJURED WORKERS

- Injured worker reports to supervisor. (CA-1 initiated)

- Supervi sor: 1. Arranges appropriate transportation for enployee i.e.
anbul ance, government vehicle or privately owned
vehicle, to occupational health (OH) unit or nedical

treatment facility (MIF).

2. Notifies Safety of injury. (Safety notifies |CPA)

- OHuwunit or MIF provi des assessnent,

i ncludi ng history of injury.

energent care and documentation of injury

- OHor MF offers treatnment of injury.

If enployee elects care
fromCH unit or MIFE:

* Care provided to the extent
of the MIF capabilities; OH
unit provides foll owup on
referrals to other departnents.

* OH forwards copy of the
Di spensary Permit to supervisor
and Safety, and a copy of the
pertinent entry on the SF600
to | CPA after each visit.
Supervisor calls OHunit to
clarify any questions.

* Whrksite visit by OH unit to
deterni ne appropriate work
limtations.

If enpl oyee elects care
fromprivate physician:

* OHunit calls private physician
for appointment.

* OH provides CA-17, conmmand
light duty packet and a copy
of the initial assessment to
private physician.

* OH unit forwards copy of the
Di spensary Permit to supervisor
and Safety, and a copy of the
pertinent entry on the SF600
to | CPA

* OH provides support to ICPA to
clarify nedi cal docunentation
received fromthe private
physi ci an.

* Enpl oyee reports to OH unit upon
return to work. OH unit provides
followup and clarification of
[imtations.

From CHBUMED |tr 12000 Ser 3B421/0143 of 21 Jun 91. Cccupational Health Participation
i n Federal Enployee Act (FECA) Cost Contai nnent.
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